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ABSTRACT 
The purpose of this research was to ascertain how primary nursing care is 
perceived by both the elderly infirm living in the community and their 
district nurses. How the perceptions of needs for care were translated into 
action and the sort of expectations they had and results they achieved. The 
research also examined whether or not differences in nursing care patterns 
occurred between those nurses working within a primary health care team and 
those aligned to a number of single-6nded general practices. The main 
research instrument was in the form of interview schedules. These contained 
structured and open ended questions as well as Likert assessment scales, 
and were administered by the. researcher to patients, nurses and general 
practitioners at various stages of care. 
Over a period of 18 months a total of two-hundred patients and their district 
nurses and general practitioners from one health district participated. The 
results were analysed with the help of a computerised statistical package 
for social science. 
The findings indicate that district nurses' perception of patient needs is 
illness focused and, as such, prescribe and give nursing care on the basis 
of the medical model. The patients' perceive their state of health mainly 
in terms of discomfort and disability and their effects. As their problems 
manifest themselves to a great extent in multiple health as well as social 
issues as a legacy of past life events, a shift from the medical towards the 
social model of care seems, therefore, of prime importance. 
There is little doubt that where district nurses become involved with the 
elderly infirm person she becomes the focal health care professional support. 
It seems that this emphasis on the district nurse becoming the key member of 
the primary health care team produces a whole new set of values. This approad 
has implications not only for post basic nursd training but also demands a 
change of attitude towards organisational support. 
As the role of the district nurses as a fully participant health care team 
member in Attachment schemes has not been established conclusively in this 
research it is important to consider professional support by strengthening 
the peer reference group. 
These findings and their limitations are discussed and areas of further 
research identified. 
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CHAPTER 1 
INTRODUCTION 
1.1 PREAMBLE 
The reorganisation of the National Health Service in 1974 resulted 
in the integration of the Community Nursing Services. (Health 
Service Act 1972). These covered the major part of Wandsworth and 
East Merton and are managed by the District Management Team of 
Wandsworth and East Merton Teaching District. 
At that stage the concept of primary health care teams, as 
recommended by the Mayston Report (1969) was being developed and, 
as a result,, the majority of community nurses in this district were 
either "Attached" to a multi-practitioner General Medical Practice, 
or "Aligned" to a number of single-handed Medical Practices. 
The changes brought about were, however, not only in terms of 
lay-out and organisation but also in function and communication. 
This, in turn, seems to bring about role implication, such as 
certain expectations from being team members. One of the consequences 
was the blurring of roles where the boundaries of tasks are not 
clearly defined and therefore could overlap. In early 1976 the 
District Nursing Officer commissioned the Senior Nursing Officer 
(Research) to evaluate the operation and effectiveness of the 
Service relating to different organisational structures in the 
community. The first stage of this research was completed in 
November 1977 and dealt with the structure of the care giver and 
the recipient. (Poulton 1977). It made no attempt to incorporate 
qualitative measurements pertaining to the caring process and the 
resulting consequences. 
Stage II of the research was formulated as a result of Stage I's 
findings. In the event it was decided to concentrate further 
research on the care of patients over the age of 65 years. This 
decision was made because Stage I showed that 81.2% of a nurse's 
patients were over 65 and, of those, 30% were over the age of 80. 
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This part of the research attempts to evaluate the process and 
outcome of care as perceived by the care giver and the recipient. 
The questions asked were: - 
1. What is the level of care given in terms of selected health 
care indices as perceived by the care giver and the recipient? 
2. Are there any differences in the outcome of health care between 
patients nursed in Attachment and Alignment Schemes? 
1.2 OBJECTIVES 
1.2.1. THE OBJECT OF THE RESEARCH IS TO: - 
a) Describe and monitor primary nursing care given to the elderly 
patient as perceived by the care giver (nurse) and the care 
recipient (patient). 
b) Establish whether or not there are significant differences in 
care delivery between Attached and Aligned nurses. 
C) Advise on possible areas of improvements in order to enhance 
the health status of the elderly patients. 
1.2.2. TO ACHIEVE THESE OBJECTIVES THE FOLLOWING ACTIONS WERE CONSIDERED 
NECESSARY AND PUT INTO EFFECT: - 
a) To establish the process of caring for a patient from admission 
to discharge in terms of perceived goals and decisions. 
b) Explore the nurse's and patient's perception of the level of 
care in relation to perceived health status. 
C) Explore the expectations and goals expressed by nurses and 
patients at the beginning and monitor outcome. 
d) Establish indices of independence in daily living as perceived 
by both nurses and patients. 
e) Test health status for outcome. 
f) Explore the opinion of the General Practitioners as to the 
goals and expectation of this particular group of patients. 
-3- 
BACKGROUND 
A large and growing proportion of the population are elderly. Also 
their average age is increasing due to medical knowledge and a 
general improvement in the provision of Social Services over what 
is now a considerable period of time. Goldberg (1970), Isaacs 
(1972), Abraham (1977) all suggested that, in relation to their 
numbers, the elderly require more than their proportional share 
of health care. Care of the elderly thus constitutes an important 
aspect of Health and Social Services and encompasses a wide range 
of correlated activities from provisions of pensions, housing, 
meals, as well as that of primary health care. 
The main purpose of care is to enhance the quality of life of the 
elderly, not as an act of charity, but as of right. The linchpin 
of health care service to elderly patients requiring nursing care 
is the community nurse. She forms part of a nursing hierarchy and 
is employed by the Health Authority. Her work base can be either 
a Health Centre or Clinic, or a general medical practice. She 
works closely with the General Practitioner, who retains clinical 
responsibility but the nurse prescribes and carries out nursing 
care, reporting back to the General Practitioner when she requires 
medical help and refers to the Social Services as the need arises. 
Community nurses have become increasingly concerned about the 
development of their professional role as members of Primary Health 
Care Teams and about their ability to give good and adequate care 
to their patients. They feel that the volume and pressure of work 
has been increasing without adequate additional resources to deal 
with the situation. With emphasis being given to reducing the 
length of stay of patients in hospitals, the after care work of 
the Primary Health Care Team could become a substantial component 
of the total health care load in the community. The primary 
nursing care of the elderly would inevitably suffer, as district 
nurses are primarily concerned with the care of the sick and the 
elderly. Mostly this is for patients who require care in their 
own homes, although this may also extend to General Practitioner 
surgeries, clinics or residential homes. 
-4- 
Hockey (1972) found that over 75% of the community nurses' caseload 
consisted of patients over the age of 65 and that the ratio of men 
to women was 1: 2. These figures were confirmed by several other 
studies including the study by the author. 
The traditional commitment of nursing staff to patients in a 
geographical area was altered by the Health Services and Public 
Health Act, 1968. Primary Health Care Teams were organised to 
include community nurses who became responsible for patients on 
the lists of one or more General Practitioners. The premise 
underlying this change is the belief that the task force concept 
of organisation would improve the quality of care given. More 
than a decade after this legislation, research by Brooks (1973), 
Wagstaff and Jeffery (1976), Reedy (1977) suggests that the nature 
of the new organisation, and the responsibilities and duties of 
the various members of the team and their relationship to each 
other and to outside bodies, remains largely undefined. 
All definitions of Primary Health Care Teams imply that the role 
of primary care is of such importance that its quality has an 
overwhelming influence on the quality of the whole system of health 
care. However, little is known of the influence they exert through 
this on the outcome of health status. Nurses who are members of 
Primary Health Care Teams fall into two broad categories, 
"attached" nurses and "aligned" nurses according to the location 
of the doctors whose patients they look after. In attachments, 
doctors and nurses work in the same location, be it Health Centre, 
Health Clinic or General Practice Surgery. On the other hand, an 
aligned nurse works with doctors located at various places. These 
may be single practices or doctors in a small group practice. In 
theory, attached nurses should have a better chance than aligned 
nurses to play a meaningful role in an integrated multi-disciplinary 
team. In practice, by the nature of its components, much of the 
success probably depends on the attitude and background of the people 
who operate the system. 
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THE DISTRICT NURSE 
Community nursing is by no means a new concept and has its origin 
in the latter part of the nineteenth century (Liverpool 1859) and, 
according to Titmuss (1963), this period is perhaps the most 
formative period in the evolution of the British Social Service. 
During the latter part of the eighteenth century England began 
to change from an essentially agricultural country into an 
industrial one. The change became known as the industrial 
revolution and it was against this background that many social 
reforms were made, including the development of the nursing 
services in the community. In 1859 a nurse from St. Thomas's was 
employed by William Rathbone (1890) in Liverpool. She subsequently 
persuaded him that a community nursing service could bring great 
benefit to Liverpool. From this successful beginning, William 
Rathbone and Florence Nightingale realised that it was their duty 
to continue and extend the work. 
District nursing became firmly established on a national basis in 
1887 when Queen Victoria's Jubilee Nursing Institute was founded 
which received its Royal Charter in 1889. At that time Florence 
Nightingale's account of a district nurse's work indicates that 
she saw her as a health teacher. By the turn of the century a 
strong foundation had been laid on which the primary health 
nursing service of today was to be constructed. During 1900 to 
1936 Acts of Parliament were passed to protect the health of the 
nation. This affected the work of the district nurse who was being 
employed by voluntary organisations to care for the sick poor in 
their own homes and teach their families how to do so. Able Smith 
(1960) suggests that over half the total nursing work force was 
engaged in community work by the turn of the century. In 1928 
the Queen's Institute of District Nursing was issued with a 
supplementary charter making the Institute responsible, amongst 
other things, for the training, maintenance, and supply of nurses 
for th e sick poor. (Merry and Irvin 1948). By 1936 the personal 
health services were flourishing and Midwives, Health Visitors and 
District Nurses were all concerned with improving the nation's health 
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Up to this time health care provision had been largely a matter 
for Local Authority health and environmental services. However, 
by 1946 technical advances in treating the sick shifted the 
balance from community to hospital care. This represented a 
reversal of the situation which had prevailed at the turn of the 
century. 
The National Health Service Act 1946 came into force on July 5th, 
1948. This introduced a national health scheme which divided hospital 
care administered by the Local Authorities. It was at this time 
that health workers employed by the Local Authority developed close 
working relationships which later became the blue-print for the 
Primary Health Care Team. Then, in 1974, reorganisation brought 
hospital and community nursing together under the administration 
of the Area Health Authority. The General Practitioners, however, 
remained independent. Moreover, the education and training of 
district nurses continued to develop from its inception under the 
auspices of the Queen's Institute of District Nursing. In 1955 a 
Ministry of Health Working Party on training of the District Nurse 
produced a report recommending the establishment of a central 
body issuing syllabuses, setting examinations and advising its 
Minister. Five years later a panel of assessors for district 
nurse training was set up which later became the panel of advisers 
to the Minister. 
Unlike the statutory bodies for the training of Health Visitors and 
Social Workers the District Nurses' panel of assessors did not have 
statutory standing or any claim on resources. District nurses felt 
strongly that this undermined the value of their work. 
In the report of the Committee on Nursing (1972), once again 
district nursing was initially left out even though provision was 
made for the training of Midwives and Health Visitors. 
Subsequently, a District Nurse Action Group was set up in support 
of a mandatory training and a separate Statutory Committee. This 
was widely supported by the professional bodies like the Royal 
College of Nursing. As a result a special Briggs Working Party, 
chaired by M. P. Roland Moyle (1977), an additional Statutory 
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Committee for District Nursing was established. The proposed 
implementation date for statutory training of six months' 
duration with a new curriculum has been set for autumn 1981. 
The evolution of training and the changing needs of the community, 
especially in terms of care for the elderly, seem to confirm the 
importance of primary health care, the development of Primary 
Health Care Teams, and the roles of team members in this new 
setting. 
1.5. GENERATION PROFILE 
Medicine can help more people to live longer but, can the National 
Health Service make their lives worth living? A maximum life 
span is characteristic of all species and biological ageing 
presumably exists as a universal process. However, it would be 
disastrous to assume that all afflictions are due to that process. 
Grimley Evans (1976) suggests that disease and culture are two 
powerful components which contribute to the total picture of 
"clinical" ageing as we know it. 
The O. P. C. S. figures have established that in Britain today there 
are about seven million people over the age of 65 years, representing 
14% of the total population. Between 1966 and 1976 the number of 
people over the age of 65 has increased by 20% and, by 1986, there 
will be 24% more people over the age of 75. Furthermore, the 
ratio of women to men is three to two over the age of 65 and by 
the age of 75 there are twice as many women as men. This change 
in the age structure is due to the changes in birth rate in this 
century and the improvements in the expectation of life of the 
young and old which is intrinsically bound up with technological 
advances (O. P. C. S. Census 1971). Likewise, from the early 1900s 
a combination of measures and changes caused the mortality rate, 
and particularly the rate due to infection, to decline steeply 
and in the 1940s the introduction of penicillin gave the coup de 
grace to the already falling bacterial diseases. (Figure 1). 
Figures 2 and 3 make a comparison of population profile of 1901 
with 1965, which shows that in 1901 30% of the population died by 
the age of 20 compared to 22% in 1965 and only 4.5% reached the 
age of 65 in 1901 compared to 12% in 1965 which has now reached 
14% and is expected to rise. 
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Within half a century the basic health. needs changed. As the life 
expectancy rose there was a movement into a period of survival into 
ages at which degenerative diseases appear. These diseases are 
complicated and, by this time, the individual has had a long 
exposure to environment and to a variety of components, some of 
them insidiously harmful, such as pollution from smoke and chemicals. 
In addition there are the effects of habits of a lifetime, such as 
drinking and smoking. Genetic influences are likely to be of less 
importance if it produces fatal defects before the reproductive 
period, but could constitute an important component in the role of 
a disease if it is passed on to the next generation. For this 
reason some diseases which appear in later life may not be 
susceptible to preventive action but the fact must be faced that 
genetic inheritance may determine the way of death. 
Archeological evidence suggests that, in the ancientworld, men 
tended to outlive women but, in modern society, death rates in 
females are lower than amongst men at all ages. At the turn of 
the centry a woman's life expectancy was two years longer than a 
man's. This gap has now widened to more than six years and, in 
proportional terms, this sex difference in life expectancy has 
increased even more dramatically in the middle and older age group. 
In this context it is useful to look at the ratio of male and female 
mortality rates at varying ages in 1911 and 1971 (Figure 4). In 
the 1911/1914 period ratios were remarkably constant throughout 
adult life but fn 1971 a bimodal curve has appeared, one at around 
the age of 20 where more than twice as many men died as women. 
This can be explained by better ante-natal care for women and an 
increase in violent death, mostly road accidents, in young men. 
These are both environmental factors and to some extent explain 
the peak. The second curve which starts to rise at around 50 and 
reaches a peak at the age of 70 is open to conjecture. At that 
point death from heart disease, cancer and stroke rise steeply 
and it could be assumed that environmental factors are influential. 
Logan (1976) reasons that this could lie partly in the nature of 
men's work and partly in habits such as drinking and smoking which 
have an effect on ischemic heart disease and lung cancer. This 
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balance might, however, be restored through the introduction of 
sexual equality where women do work previously undertaken solely 
by men and assume similar habits. 
The disparity in the sex's death rate at these ages means there 
will be an increase in the number of widows and, by the end of the 
century, females will outnumber males at a ratio of 2: 1 in the 
age group over 65 years. This fact will have important implications 
and will increase the number of elderly living alone and bring 
with it the problem of social withdrawal. 
The new small families which were born out of the changing industrial 
pattern often demands mobility. With this the most common three- 
bedroomed suburban house has appeared which seldom allows children 
to house their elderly parent in comfort and therefore has brought 
about a decrease in the existence of the extended family of 
grandparents, aunts and uncles living in the same area. These 
major social changes have a profound effect on the lives of young 
and old and, in 1978, the Department of Health and Social Security 
published a discussion document (A happier old age) preceding the 
first ever white paper setting out a general strategy towards 
elderly people for a period up to the end of the century. The 
discussion document urges the nation to take a fresh look at the 
attitude it has towards the older generation, their role in society 
and the kind of help they need from society. It suggests that 
elderly people should no longer be seen as objects of charity, 
living at subsistence level for their remaining years. They have 
made their contribution to the prosperity and stability of our 
soceity during their lives and society owes a debt to them for 
their past effort. A longer life in better health can make 
retirement a time of opportunity to develop fresh interests and 
taken an active part in the life of the family and the wider 
community. There is as much that old people can do for society 
as society can do for them. In pursuance of this philosophy the 
Government spelt out some major aims: - 
1. To ensure that retirement does not mean poverty. 
2. To keep people active and independent in their own home and, 
where they have to go into hospital, to get them back into 
their own homes as soon as possible. 
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3. People should be able to take their own decisions about 
their own lives. 
All these points have major implications for provision of Health 
and Social Services. At present health policies which are based 
largely on medical treatment seem no longer viable, as illustrated 
by the increase of chronic conditions associated with longevity, 
disability and environmental factors. Thus the main emphasis 
should therefore perhaps change from medical treatment to nursing 
and social care. 
DISTRICT PROFILE 
1.6.1. POPULATION 
The Wandsworth and East Merton Teaching District, which is part of 
the three district Area Health Authority area of Merton, Sutton 
and Wandsworth, services an area of 10.1 square miles, the Wandsworth 
Section being 7.9 and the East Merton about 2.2 square miles with 
an estimated mid-year population of 252,000 in 1978. (Figure 6). 
About 74.6% of the population of the London Borough of Wandsworth 
and about 23.3% of the population of the London Borough of Merton 
live within the district. It is a coincidence that the two 
percentages total almost 100% as within the district there are 
about five Wandsworth residents (83%) to each Merton resident (17%). 
DISTRICT POPULATION 
Table 1. 
District Population 
Borough % No. Square miles 
Population per 
square mile 
Wandsworth 83 209.160 7.9 
East Merton 17 42.840 2.2 
TOTAL 100 252.000 10.1 
26.476 
19.473 
The ratio of population density is 4 (Wandsworth) to 3 (East Merton) 
per occupied area. The population density in Wandsworth is therefore 
considerably higher than in East Merton. 
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The immigrant population of people born in the new commonwealth 
country amounts to 13.7% in the Borough of Wandsworth according 
to the 1971 Census. (Comparable figures not available for 
East Merton). 
Table 2. District Age/Sex distribution in 1000 
Age 0-14 15-64 65-74 75+ TOTAL 
Sex N=50.5 N=160.6 N=25.9 N=15 N=252 
Men % 21.6% 66% 9% . 3.4% 49% 
Women % 18.5% 62% 11.4% 8.1% 51% 
TOTAL % 20% 63.7% 10.3% 6% 100% 
Source: District estimation 1979 (Wandsworth and East Merton 
Teaching District). 
The age distribution shows that 16.3% of the total population is 
over the age of 65, which is 2% higher than the estimated national 
average (14%) and 6% are, in fact, over the age of 75 years. On 
examination of sex related age groups it emphasises the national 
figures of the extended life expectancy in women. 11.4% of all 
women are between the ages of 65 and 75 years compared to 9% of 
men. This is even more noticeable in the next age group of 75+ 
where there are 3.4% of men compared with 8.1% of women. This can 
be compared to the 16 to 64 age group where there are 66% of men 
compared to 620V of women. As far as the ratio of men to women is 
concerned there are 1.3 women to 1 man between the age of 65 and 74 
but this changes in the 75+ group where the gap widens to 2.3 women 
to 1 man. Once again this follows the national estimate and 
forecast of 2 women to each man over the age of 65 years 
HOUSING 
The district which covers part of the London Boroughs of Wandsworth 
and Merton is a highly populated suburban area stretching from a 
line of the River Thames (between Vauxhall Bridge and a point just 
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west of Putney Bridge) southwards to the boundary of West Merton. 
Housing is varying and ranges from slum, gipsy encampments, and 
lower class dwellings to housing of high residential value. 
The area has sizeable pockets of industrial activity but, at the 
same time, there are many areas of open space, parks and common 
land. (Area Profile 1973). The suburbs are serviced by London 
Transport buses, Underground and Southern Railways and, although 
there are good local employment prospects, many people living in 
the area commute into the centre of London or out to Croydon. 
1.6.4. HEALTH AND SOCIAL SERVICES (See Appendix 1 for details). 
a) Primary Health Care 
The population has the services of approximately 140 General 
P ractitioners within the district boundaries, in either single- 
handed (67%) and group practices (33%) operating from Health 
Centres or private premises. The Community Nursing Division, 
which is part of comprehensive District Nursing Service, 
provided 228 WTE nursing manpower in 1978/79. (Figure 7). 
The distribution was as follows: - 
50 Health Visitors, 10 Family Planning, 27 School Nurses, 
primarily promoting preventive care, 67 qualified District 
Nurses and 43 N/A engaged in home nursing, and 12 Nurse Managers 
Community Nursing Services relating to Maternity and Psychiatric 
care are provided by the relating functional division and are an 
integral part of the health care provision under that specialty. 
b) Hospital and Day Care 
In 1979 the Health District managed nine hospitals of which 
five were within the district boundaries. They provide a 
comprehensive in-patient, day patient, out-patient service and, 
in two hospitals, an accident and emergency service. The total 
bed complement in 1978/79 was 2.921 of which 1.145 (40%) were 
psychiatric beds and 215 (7.4%) geriatric beds. 
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c) Social Services Provision 
The personal Social Services are provided by the respective 
local authorities of Merton and Wandsworth. Social Workers 
have generic responsibilities and operate on the basis of 
geographical catchment area. 
Social Services provide a number of old people's homes, 
sheltered housing, day cdntres and luncheon clubs, Home 
Helps, Meals on Wheels, Laundry, Telephone and the Aids and 
Adaptation services. 
CHAPTER II 
LITERATURE REVIEW 
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CHAPTER II 
LITERATURE REVIEW 
2. The quantitative and qualitative assessment of the effect of 
nursing care on patients, the end result and the outcome of the 
nursesi activity is of recent origin. It is still in the developing 
stages and considerable research and work needs to be done prior 
to its acceptance by the nursing community. 
In the appraisal of care it has been traditional to rely on a 
study of activity of the environment in which she/he works. Much 
of the literature comes from the American Public Health Nursing 
Division but some work has been done in the United Kingdom primarily 
on the activity of the district nurse which has been discussed by 
Hockey, L (1970), 'MacGregor, Heansman and Kuenssberg (1971), 
Hockey and Potter (1976), Reedy (1976), McIntosh and Richardson 
(1976) and Poulton (1977). Considerable evidence in the literature 
indicates that nurses were concerned about their role and about the 
care they were giving. This is evident in the work of Abdellah 
et al (1960), Hockey, L (1968), Little and Carnevali (1969), 
Gilmore, M (1970) and Stacey, Reid, Heath and Dingwall (1977). 
However, many investigations indicate the considerable difficulties 
inherent on attempting to measure quality of care as there are few 
criteria or standards of care which at the present time can be 
based on well established theory. This was demonstrated by Reiter 
and Kakosh (1963), McFarlane (1970), Bloch (1975) and Kratz (1978). 
Progress in this direction has been slow but there is ample 
evidence of progress nevertheless. Donabedian (1966) propounded 
a framework of evaluation appropriate to the quality of nursing 
care which was later tested by a number of research workers, such 
as Bloch (1975), Haussman (1975), Brook (1977), Christoffel 
and Loewenthal (1977), Kane et al (1977) Krueger Nelson and 
Wolanin (1978). 
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Literature on the needs and characteristics of the elderly is 
vast although studies on the nursing care of elderly living in 
the community are few. Some of the most appropriate in support 
of this research is the work of Skeet, M (1970), Evans and Markham 
(1972), Fryers, Bannig & Newton (1974), Kratz (1978). 
As the research concerns itself with measuring the nurses and 
patients' perception of the patients' state of health and the 
care and expectations they have, the literature search has been 
carried out with the following questions in mind: - 
-How do elderly sick persons see their state of health or illness 
and how do they cope? 
-What help do they get and need? 
-What are their expectations? 
-What are the nurses' perception of patients' health, needs and 
expectations? 
-What nursing care do they provide and what effect does it have? 
To achieve these objectives the following areas were examined: - 
1. The elderly person in our society. 
2. District nursing and the elderly. 
3. The primary health care team. 
4. The nature of nursing. 
5. The quality of care. 
THE ELDERLY PERSON 
The definition of who is an elderly person varies. Chronological 
age is the accepted criterion for identifying various life spans. 
However, there is no single definition to deal adequately with the 
term elderly person. The Government report "A happier old age" 
uses statistics based on 65+ for men and women with reference to 
the elderly. However, it also refers to pensioners which, in this 
country, includes women from the age of 60. For the purpose of 
this research the elderly are defined as 65 years or older for 
women and men alike. 
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Today in Britain over 14% of its population is 65 years + and the 
numbers are rising (OPCS 1978). Abrahams, M (1977) suggests that 
the rate of increase of persons reaching 85 years, over the next 
two decades is expected to be 42%. This is supported by Isaacs, B 
(1972) research who showed that not only the fit and tough individual:! ý 
survive. Grimsby Evans (1976) in his investigations suggests that 
disease and culture are two powerful components which contribute 
to the total picture of ageing as we know it. Irvine, R. et al 
(1976) established that, whilst older people suffer from a variety 
of illnesses, the most common are heart disease, cancer, strokes, 
bronchitis and mental illness. 
Kratz (1978) interprets the increased prevalence of the less 
tractable forms of disease and disability to be the inescapable 
legacy of improved health in early and middle age. This implies 
influential consequences for the demand on Health and Social 
Services as well as on relatives, friends and neighbours. 
Profile of the Elderly (1977) which was the result of research 
sponsored by Age Concern highlights some of the problems old 
persons experience with living conditions. It suggests that most 
elderly households' income was down by 20%. That the poorest were 
elderly women living alone and, as age increased, income decreased. 
As far as health was concerned it seemed that the most dissatisfied 
group were elderly women living alone in council accommodation who 
in their own opinion were in poor health. 
Hunt, A (1978) attempted to measure the extent to which the elderly 
had difficulty with pqrsýbnal and domestic tasks, and to what extent 
Health and Social Services were provided. Hunt analysed data 
previously collected by OPIC in 1978. (The Elderly at Home - 
Audrey Hunt) She concluded that on the whole services were 
provided for those-in-diffl-c-ulty with no alternative source of 
help. Tasks involving general mobility proved to cause most 
difficulties for people living on their own. The data did not 
lend itself to measuring unmet needs to any degree of accuracy. 
Isaacs, B (1976) in a Scottish study tried to determine unmet 
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needs based on essential functions for survival, i. e. provision 
of food, warmth, cleanliness and security. It did not take into 
consideration social and financial needs and therefore limits the 
interpretation of unmet needs. Townsend, P and Wedderburn, D 
(1965) and Harris, Cox & Smith (1971) both. used a scoring system 
to define handicapped old people's needs. 
Katz, Ford, Moskowitz, Jackson & Jaffe (1963), and Shane, 
Townsend & Wedderburn (1968) defined needs and impai ment by 
a continuum of dependence - independence of the individual, 
whereas Agerholm, M (1975) identified a number of key components 
which contributed to the degree of impai ment and handicap of an 
old person. 
Stacey (1977) defined a number of health concepts: - 
-Health is an ideal or absolute concept. 
-Health is a perceptive or relative concept. 
-Health as welfare. 
-Health is a capacity. 
Bennett, E. A. interpreted health as a capacity in terms of a social 
model of health. (Personal communication) which seems to be 
particularly appropriate in determining degrees of independence. 
He emphasises that health is an important determinate in a person's 
ability to function socially. This capacity to function is 
important for 
, 
maintaining individual life style as well as for 
the equilibrium of the social system. He conceptualised disability 
in the following way: - 
Birth Death 
Disability 
1 
Impairments 2 
3 
TIME 
It seems that some of the most important points arising from this 
review is that many attempts have been made to identify the old 
person's handicap, circumstances of dependence and needs, met or 
unmet. Although none of the studies are comparable most seem to 
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suggest that elderly women living alone experience more problems 
than any other group within the research framework. 
2.2. DISTRICT NURSING AND THE ELDERLY, 
In "The Process of becoming old" Robinson, D. (1971) suggests that 
in the case of old people their perceptions of their needs are 
often at odds with those who want to help. He found that chronicity 
became part of an old person's way of life and accepted this as a 
fact of life. 
Those involved in helping the old and sick at home are primarily 
family members and nurses. Golodetz et al (1969) reviewed the 
responser role. They found that successful home care depends on 
the family member who bears prime responsibility for helping the 
patient. Cresswell and Pasker (1972) examined the care of highly 
dependent patients nursed at home and found that these old people 
put up with an unreasonably high level of hardship. Relatives 
caring for the sick were often old and frail themselves and they 
suggested that the younger generation would expect higher standards 
of support. The assumption was made that community care was based 
on insecure foundations. 
This was confirmed by Cartwright and Anderson (1973) in a subsequent 
study on the care of the dying. They found that although a 
considerable number of hospital beds were taken up by the care of 
the dying, more care went on at home. More very highly dependent 
patients died at home and, although one-third had district nursing 
care, it was of short term as most of the care was given by relative,,, 
Some well-known work in the United Kingdom on the work of the 
district nurse is probably Hockey, L (1966,1968,1972), Skeet, M 
(1970), McIntosh (1976) and Kratz (1978). Although most of the 
investigations are based on the nurses' work and their working 
relations, little is known on how effective district nursing is 
and the extent to which old sick people's needs are met, or more 
important, are not met. 
-19- 
Hockey (1972) found that the majority of the district nurses' 
patients were elderly women living alone and that the average 
contact time of any single visit was 20 minutes. These findings 
were similar to those established by the author. From Hockey's 
study it was not possible to determine the extent to which the 
recipient's needs were met. 
McIntosh (1976) carried out a similar work study of activity in 
which she divided the nurses' activity into groups of Personal, 
Basic, Skilled, Clerical and other work. Unlike Hockey (1972) 
who used self completion time diaries, she used the non- 
participation observation method and a stop watch. Her aim 
was to look at the nurse-patient relationship and decision-making 
aspects. She obtained similar time records as Hockey and Poulton 
(1977) but, with reference to the aim of the study, posed more 
questions than she found answers. Another subject which promoted 
the study of the work of the district nurse was the transition 
of elderly patients from hospital to their own homes. The problem 
of elderly patients having to be re-admitted after an unsuccessful 
period at home initiated Hockey's work of "Care in the Balance" 
(1968). The research data was collected by means of personal 
interviews and records. She found that ward staff were reluctant 
to refer patients to domicilary services and consultants were 
unaware of district nurses' qualifications and skills. That, 
althought few patients had actual nursing needs, they had many 
unresolved anxieties and problems and that communication between 
hospital and district nursing services on the whole was sparse. 
Skeet, M (1970) carried out similar work and found similar problems. 
This had the effect of initiating a continuing care project 
directed by Skeet, M., whose aim it was to examine the way in which 
after care arrangements could be improved in order to ensure 
fullest recovery and maintain independence. This was supported 
by Amos, G (1973) whose work outlined the perceived needs of 
patients and found that even where needs were identified it was 
not uncommon for no action to be taken. Although the breakdown 
of communication between hospital and community affected patients 
once they returned home, Skeet's work was concentrated on 
organisational and communication problems within hospitals. 
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Kratz, C (1978) in her study of the care of the long term sick in 
the community comes perhaps closest to studying the nurses' work in 
terms of process. She used unstructured observational techniques 
whereby she followed the nursing care of thirty post-stroke 
patients in the community. Due to the lack of past research in 
this field she based her findings on grounding theory developed by 
Glaser and Strauss (1967) to explain areas which had not previously 
been analysed. 
Kratz found that the relationship between the knowledge which nurses 
brought into a situation and the value they attached to it arose 
from the general nurse training. The training which they received 
to prepare them for work in the community was insufficient to 
influence their knowledge or their value in the new situation. 
Nursing activity therefore would often not meet observed need. 
Kratz based this belief on the model she constructed from her 
observation of nurse behaviour in given situations. She found that 
where nurses recognised a situation they were able to give focused 
care. At the other extreme of a continuum where nurses were unable 
to define a situation they engaged in role playing and gave diffuse 
care. 
The literature which has been examined in relation to nursing the 
elderly in the community suggests that, although a substantial 
proportion of the research has been carried out in terms of the 
organisation, the attempt is towards determining nursing needs 
and the extent to which these needs are met. 
The resolution of these issues begs the question concerning the 
philosophy of the nature of nursing and the nurses' role within 
the terms of primary health care. 
2.3. THE PRIMARY HEALTH CARE TEAM 
The recommendation to formulate primary health care teams was first 
made in the Health Services and Public Health Act 1968. It defined 
this team as: 
The provision of community health care by a team of General 
Practitioners, District Nurses, Health Visitors, Medical Social 
Workers and other staff serving an identified population. 
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The formulation of primary health care teams has stimulated much 
research and thought. Gilmore, M. H. (1977) who carried out a 
pilot study of the work of a nursing team in general practice 
found that the nature of the new organisation and the duties of the 
various members of the primary health care team and their relation- 
ship remained largely undefined. 
The Royal College of General Practitioners in 1972, under the 
chairmanship of John Horder, published a report which recognised 
that it is the Professions and those closely associated with them 
who must work and struggle to develop a good system of primary care. 
Crombie (1970) in his work on primary health care teams adopted an 
anthropological model whereby he attached great importance to 
teams achieving stability and at the same time creating a climate 
for innovation and experiment within the group. He believes that 
the evolutionary dynamic human group is one based on a peer group 
structure where roles are only loosely defined and deliberately 
overlapping and where inter-personal communication and interaction 
by continuous critical discussion is a necessity for the realisatiorl 
of any new sets of norms of role structure and relationship 
appropriate to new solutions. He explored a number of alternatives 
for the structuring of a primary health care. team. On one extreme 
he suggested that the relationship of the medical and non-medical 
staff in such a structure group might follow the conventional 
pattern of hospital practice, where the nurse, social worker, 
administrator, etc, have their own hierarchies running parallel to 
that of the medical practitioner. On the other extreme he goes 
on to say that primary health care teams could consist of a small 
status group with the General Practitioner at the apex, a nurse who 
visits his patients and works from the surgery, and secretarial 
support. Other health service professionals who are necessary for 
an improved community service would be expected to cover a number 
of these small status groups. However, he suggests that if this 
kind of team is to be successful it would require clear cut role 
definitions and the passage of time for peer bonding to develop. 
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Crombie makes frequent reference to the peer group and feels that 
a peer group could evolve a good organisation and a decision 
making body. Freidson and Rhea (1970) in their study of professional 
evaluation cast doubts on the adequacy of the vaunted professional 
peer group control system. They question whether physicians have 
adequate opportunity to evaluate their colleagues, possess the 
necessary competence and-have sufficient sanctions at their 
disposal to back up their evaluation. 
Sachs, H, who had given a good deal of attention to the development 
of primary health care teams, studied the role and function of the 
Social Worker in a number of general practices. She identified 
three possible models for the general practice team: - Jefferys (1976 
a) A traditional hierarchial model with the General Practitioner 
as the acknowledged leader. 
b) A participant bureaucratic model in which decisions are taken 
about the team's activity after discussion. In this type of 
organisation roles may be re-defined and supporting staff 
become fully participant. Their prime interest is problem 
solving although the bureaucratic elements are clearly defined 
and degrees of responsibility are laid down. 
C) An equalitarian non-bureaucratic model, which is a somewhat 
diffuse non-structured arrangement. Like the participant 
bureaucratic model it is structured towards problem solving 
but its role responsibility is less clearly defined. 
Much of her thinking was rooted in the ideas and writings of Weber, 
(1947) on the theory of social and economic organisation, as well 
as the work of Freidson (1970) on professionalism. He suggests 
that the General Practitioner's role in directing primary care is 
generally based on the belief of their superior expertise to 
community nurses and to an even greater extent on the generally 
higher social status they enjoy. Navarro (1977) came to the same 
conclusion. 
Both nursing leaders and medical colleagues might argue that 
relationships are already equalitarian. However, Simpson (1971) 
suggests that, despite the pressure of greater status and inference 
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in the policy making level, the subservience and second class 
status has remained. 
Mauksch (1974) and Thomstad (1975) carried out experiments by 
instituting a more equalitarian relationship and found that the 
role of the nurse expanded and decision-making abilities developed 
far beyond her previous remit. It also demanded considerable time 
in discussion of the reformulation of patterns of interaction. 
This aspect seems particularly important in the primary health care 
setting where the doctrine is team work. The reality of relation- 
ships, which was demonstrated by MacIntosh and Dingwell (1978) 
seemed, however, far from the equalitarian goal. Stein, L (1980) 
described a system where nurses preferred to engage in "games". 
This interactional gambit allowed nurses to exercise some control 
and a measure of decision-making whilst at the same time acceded 
to medical authority. 
Brooks (1973) who based her findings on the study of seven general 
practice teams found, like Gilmore (1970) that the roles of the 
members of the primary health care team and their relationships 
remained undefined. At the time of Brooks' study all the teams 
she looked at were exploring ways of working together and few had 
established stable patterns. They nevertheless recognised common 
area of concern: - 
The need of role definition, the problem of leadership and authority 
the importance of communication, and the need for agreement on 
roles and priorities. She concluded that many questions will remair, 
unanswered until we evolve valid measurements of quality of patient 
care which is applicable to general practice. Jeffery and Wagstaff 
(1976) who subsequently used Brook's framework of investigation 
were not convinced that the questions they used were absolutely 
unambiguous and therefore made no statistical inferences. 
Nevertheless they came to the conclusion that the General 
Practitioner's role was seen by those workers in the primary care 
and supportive domiciliary services, as diffuse. They argue that, 
whilst a multi-occupational organisation setting appears to 
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encourage a spread of confidence in the ability of the workers 
other than doctors to deal with many of the problems arising in 
the context of general practice, it is not a sufficient condition 
in itself. It may be that, where doctors place considerable value 
on performing a psycho-social support role for their patients as 
an intrinsic part of their comprehensive personal services, team 
members will be less ready to either accept delegation of function 
or recognise the potential expertise of other occupational groups, 
even when they are attached to a group practice. McIntosh (1974) 
and Gilmore (1974) who both explored the functioning of several 
primary health care team practices, identified similar problems 
and difficulties suggested by Jefferys and Wagstaff. Poulton (1977) 
who measured the district nurses' work in terms of activity, found 
that only a very small proportion of her time was spent in contact 
with any other member, ie. General Practitioner, of the primary 
health care team. This suggests that two way communication 
fundamental to teamwork was infrequent. 
Reedy (1977), who studied the development of primary health care 
teams, recognises the opportunity of unifying the otherwise 
disparate elements of the community medical and nursing service. 
He suspects, however, that the present device of "attachment" on 
which the formal element of the social relationship upon which the 
concept of primary health care teams rests, is no more than a 
device in the absence of definition. 
He has no doubt that the survival of primary health care teams is 
guaranteed in Britain for the time being but suggests that to assurF, 
their future it will be necessary to develop educational programmes 
in which the members of its constituent profession can be integrateci 
together during their training. 
From the review of literature on the present practice and thinking, 
it could be said that there are very few clearly defined principles 
on which to develop the future of primary health care teams. 
Primary health care practice seems to have developed in accordance 
with local circumstances rather than with a view towards achieving 
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the conceptual model of primary health care teams. It is impossible 
to say what effect these developments have had on the health care 
of the community as there is little evidence of evaluation in that 
di recti on. 
2.4. THE NATURE OF NURSING 
The review of the literature leaves little room for doubt that the 
nature of nursing is of extreme complexity. This is particularly 
evident in the search for a definition of a "good nurse". 
Since the days of Florence Nightingale, nurses and other interested 
parties have attempted to define the functions of a nurse. 
Nightingale's concept of a nurse is probably as valid today as it 
was in 1859. She identified the primary nursing role as being 
responsible for the proper use of fresh air, warmth, cleanliness, 
quiet, and the proper selection and administration of diet. 
More than a century later Briggs (1972) in the report of the 
committee of nursing supports this view inasmuch as it suggests 
that the role of the nurse is central in the care of the chronically 
sick. Therefore it seems that, although the role of the nurse has 
greatly expanded, the basic care mostly required by the chronically 
sick, remains a major care factor. The nurse 
also fulfills the role of an enabler, incorporating a wide 
spectrum of nursing functions. -Indeed this was the philosophy 
pursued by Henderson, V (1960) and subsequently by Jean McFarlane 
(1970) in an attempt to define the nursing function in the evolutior, 
of the nurse as an independent professional practitioner. 
Virginia Henderson believed that nurses needed to define their 
function not only for the establishment of nursing as a profession, 
but also because of the responsibility towards fellow human beings, 
whose lives were being affected through nursing intervention. 
She quotes: - 
"The unique function of a nurse is to assist the individual, sick 
or well, in the performance of those activities contributing to 
health or its recovery, (or to peaceful death) that he would perform 
unaided if he had the necessary strength, will or knowledge. And 
to do this in such a way as to help him gain independence as rapidl'j,, 
as possible". 
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There is a growing awareness amongst nurses that there is a need 
for nurses to become independent professional practitioners in 
their own right. Kathleen Williams (1977) who carried out extensive 
research into the ideologies of nursing identifies three different 
dominant characteristics emerging at various times. She 
characterised these as vocational, professional, and custodial. 
She suggests that each one has a specific social and historical 
basis and conceptualises these in the treatment of the patient. 
The distinction between professional and custodial nurses is made 
by the emphasis of the professional on the technical role and 
skills, as opposed to basic patient-contact tasks. These tasks 
are delegated to the ancillary nurse and Williams identifies these 
as custodialism. She deduces this from the custodial attitudes 
which exist in the symbolic relationship to the professionalism 
of the registered nurse. 
The struggle between the vocational and professional wings of 
nursing, which were described by Brian Able (1960) are very much 
more complex. Williams sees the ideology of vocation as becoming 
defunct where skilled tasks require independent judgement rather 
than mere obedience. She argues that skills are not seen as menial 
and therefore do not require self-sacrifice but require assertion 
and the creation of innovative action. 
Although there is a general strive by nurses towards identifying 
nursing as a profession Williams' research suggests that there is 
yet confusion amongst its practitioners as to what the functions 
of a professional nurse should be. To quote Charlotte Kratz (1978) 
on her work of the district nurse who suggests that: - 
"The nurse should be an independent practitioner, able to make 
judgement as an authority on basic nursing care'. 
There is no doubt that the supported development of nurses as 
independent professional practitioners capable of making independent 
judgement and decisions is gaining strength. Nevertheless to be 
seen as a profession requires to some extent the adherence to the 
parameters of the "Professional Model" as conceptualised in our 
society. Parsons (1951) takes the medical profession as his model, 
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describing it as universalistic, functionally specific, affectively 
neutral and collectively orientated. 
A number of other sociologists who identified doctors as 
professionals focused their attention on them in order to find out 
what made them different from non-professionals. Goode (1957), 
Wilenski (1964), Hickson and Thomas (1969) and Etzioni (1969) seem 
to have arrived at a concensus of care elements essential for the 
basis of a profession. Firstly, there must be a service orientation 
devoted to a client's interest which is more important than 
personal and commercial interest, and secondly members of a 
profession mUst have a specialised body of abstract knowledge 
acquired over a long period of training. 
Whilst it would be reasonable to suggest that nursing is service 
orientated, it could not be said that nurses have a specific and 
unique body of knowledge which can be clearly distinguished from 
that of other caring professions. This lack of distinguishable 
demarcation from other carers has led Etzioni (1961) to label 
nurses "semi-professionals". 
McFarlane (1976) in a charter of caring quotes: - 
Nursing is essentially synonymous with caring. The caring role is 
central to nursing but shared with patients themselves, their 
relatives and with other health. professions. It consists of acts 
of helping and assisting with daily living activities which may be 
simple or complex. Giving help may involve not only acting for or 
doing something for another but guiding, supporting, teaching and 
providing the right environment for another. The art of helping is 
built on a scientific basis. Knowledge of underlying scientific 
principles is needed as a basis of judgement for nursing action. 
From this it could be deduced that the nursing profession is on the 
threshold of consolidating their ideas as to the direction the 
specialised body of abstract knowledge should take. Perhaps the 
most important breakthrough is the progress towards full 
professionalism in the direction of an appreciation of the nursing 
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2.5.3. QUALITY OF CARE 
The quantification of qualitative assessment of the effects of 
nursing care is still in its infancy. In the appraisal of care 
it has been traditional to rely on the study of nurses' activity, 
as reviewed earlier in the work of Hockey (1968,1972,1976), 
MacGregor, Heaseman and Kuensberg (1976), Reedy (1977), Poulton 
(1977). 
Aydelotte (1960) who concerned herself primarily with predicting 
staff requirements, recognised the need for evaluating care in 
terms of quality indicies. However, the difficulties inherent 
in measuring quality of care were demonstrated by a number of 
researchers, such as Reiter and Kakosh (1965), McFarlane (1970) 
and Bloch (1975) as well as Drs. Haussmann, Hegywary, Jelinek and 
Newman (1972-75) whose work is a major methodological approach to 
quality assessment. 
Donabedian (1966) who pioneered qualitative assessment methods 
propounded a framework of evaluation appropriate to the quality 
of nursing care which was later tested by a number of researchers. 
Donabedian constructed a three facet framework which he identified 
as Structure - Process - Outcome. 
Structure - environment 
This involved the study of the system. It encompasses all aspects 
which provide the environment in which the nurse works and is 
comparable to the infra structure of an economic system. It 
includes such diverse elements as physical facilities, staffing 
patterns, styles of supervision, organisation and the qualification 
of care givers. 
Process - activity 
This involves the study of the process of giving care, namely what 
the care-giver does. This does not only include her visible 
activity but also her invisible activities, such as decision making 
which affects the patient and has an impact on outcome. 
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Crow, who based her identification of the nursing process on 
extensive literature focuses on four important elements of the 
process to which she awards equal status: - 
i. Taking the patient's history. 
ii. Interpreting the information in terms of a nursing plan. 
iii. Nursing action. 
iv. Evaluation of care given. 
Although it can be argued that a systematic approach to nursing 
care, based on a problem solving goal focus, is probably a positive 
step towards better care, no research to evaluate the use of the 
process is, as yet, available. Nor is there any evidence of the 
improved quality of patient care. 
The Royal College of Nursing who published, as a result of a 
working committee, a document entitled "Towards Standards: A 
systematic approach to Nursing Care" (1980) (Rcn 80/65) suggest 
that the nursing process could be a useful tool in identifying 
indicators which can be used to measure professionally acceptable 
standards of nursing care. The committee considers that good 
nursing care is planned, systematic and focused care, which implies 
a continuous dynamic pattern of assessment, planning, action and 
review. 
2.5.2. PATIENTAURSE DEPENDENCY 
V 
Patient dependency on the nurse and others is one of the prime 
factors affecting the patient as well as the available resources. 
Dr. Bernadette Mulligan, in the course of preparing a document on 
Patient/Nurse Dependency quotes: - 
"A healthy individual to a large extent enjoys independence from 
the services offered by members of Health Professionals. When good 
health is impaired, however, independence is eroded and replaced in 
part at least by some degree of dependency". 
Few would argue with this statement; there is, however, a great neecl 
to identify manifestations of levels of dependency. Most of the 
earlier studies, although recognising emotional dependencies, have 
concentrated on physical and mental factors. Only recently Reid, E 
(1980), who conducted her study in a psychiatric hospital, included 
emotional groupings. 
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Dependency studies have been carried out for a number of decades, 
indeed the subject has been continuously topical, especially in 
nurse management circles. The main motivation for this interest 
is probably derived from the need for manpower planning and the 
desire to satisfy consumer needs. 
Since 1964 many studies on Patient/Nurse dependency have been 
carried out. Some aimed at patient classification systems and 
workload identification, others concentrated their priorities on 
obtaining data for establishment and deployment purposes. 
In the review of the literature it seems that most studies achieved 
a degree of success in some of the areas. Nevertheless, caution 
needs to be exercised with information obtained in relation to 
apparent needs. 
Dr. Rhys Hearne (1973) who has been experimenting for a number of 
years in order to develop a Patient/Nurse Dependency package, 
focuses on prescribed care as one of the most important factors. 
On the discussion of patients' needs she suggests that needs for 
care-can only be based on what is advised by nurses and doctors 
but demonstrates that the actual care, regardless of need, is 
largely determined by available resources. She developed "patient 
state" forms which indicated requirements and these were compared 
with activity sampling in order to establish care input. She 
found substantial discrepancies between prescribed and actual care. 
In a subsequent study she asked nurses to prescribe "ideal care" 
which she then linked with different levels of resource allocation. 
This gave an indication of resource levels in order to satisfy 
prescribed care. The fact that Rhys Hearne draws heavily on 
professional rating of patients' needs seems to be rather too 
optimistic in obtaining a realistic measure of patient perceived 
needs. 
Bryant and Heron (1974) used similar criteria by defining Patient/ 
Nurse dependency as a measure of nurse availability to satisfy 
patients' needs in terms of identified condition. Once again this 
used a value system compatible with perceived professional standard, % 
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Barr (1964) who pioneered nursing workload identification, defined 
three levels of dependency care group. Nurses had to categorise 
patients by means of a number of physical and mental factors as 
well as a number of specialised treatment regime requirements. 
Nursing care was then monitored by continuous observation. Barr 
came to the conclusion that patients categorised in the highest 
level care group got five times as much nursing time than the low 
care group. The group who formed the intermediate care group 
received twice as much as the low care group. This method of 
determining workload has been used by a number of people including 
Norwich and Senior (1971) who support the findings. 
Reid, E (1980) who also used Barr's work as part of the basis for 
her study, refined the method by including emotional indicies. 
Although her data was based on psychiatric care groups she feels 
that these categories are equally relevant in any assessment 
concerned with human needs. She came to the conclusion that 
there was some indication of different care requirements for 
different categories of patients. For example psychogeriatric 
patients fell into a totally different care pattern to those in 
an acute psychiatric admission ward. Probably one of the most 
interesting finding is that she observed that as patient/nurse 
ratio increased the nurse exerted control by whatever means she 
had, often reverting to a "herding" type of care. 
In summary, it is apparent that much of the work is based on 
evaluation made by nurses. Needs are based on the assessment of 
physical, mental, and in Reid's Study on emotional indicies, and 
are then related to care profile. All these studies seem to 
emphasise the lack of patient participation but recognise the 
importance of constraints of resources in relation to professional 
need identification. This seems to create the danger of using 
scarce resources less effectively if the patient's perception of 
need is not established. 
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There is ample evidence that there is high correlation in the 
assessment of physical indicies between the professional carer 
(objective) and the patient (subjective). This, however, is not 
the case with perceived needs where an attempt is made to correlate 
the perception of patients' own need and that of the health 
professional. This complex process of behaviour pattern in 
expressing perceived needs seems to depend to a large extent on 
role orientation. 
Adey and Anderson (1974) and Sawyer, D (1980), who studied the 
measurement of needs in detail, are probably a good example to 
demonstrate its complexity. Adey and Anderson, in the pursuit 
of measuring needs and demands on health services, subscribe to a 
normative model of medical care. They attempted to construct a 
normative base measure of medical demands, and whilst their data 
revealed a significant difference in the need perception of users 
and providers, it did not take into consideration the reasons for 
non-utilisation of services. 
Sawyer (1980) suggests that most studies determine demand and needs 
by measuring these in terms of self-defined states of health rather 
than by symptom specific measurements. He subjected survey data 
to Goodman's statistical techniques focusing on situations where 
there was disagreement over a person's need for care. This he 
interpreted as a normative conflict between users and providers 
and demonstrates its existence by inference of the persons role- 
orientation towards service use from that person's need perceptions 
in specific illness situation. 
Patient/Nurse Dependency, seen in this light, opens up whole 
avenues of research. The extent to which this can be explored will 
largely depend on the urgency of the subject and the resources 
available. It seems quite clear, however, that research needs to 
take this direction and the nursing process where patient 
perception plays a part, may be one vehicle for gaining knowledge. 
This, it could be argued, would be instrumental in coming closer 
to satisfying patient's perceived needs and therefore improving 
their quality of life. 
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2.5.3. QUALITY OF CARE 
The quantification of qualitative assessment of the effects of 
nursing care is still in its infancy. In the appraisal of care 
it has been traditional to rely on the study of nurses' activity, 
as reviewed earlier in the work of Hockey (1968,1972,1976), 
MacGregor, Heaseman and Kuensberg (1976), Reedy (1977), Poulton 
(1977). 
Aydelotte (1960) who concerned herself primarily with predicting 
staff requirements, recognised the need for evaluating care in 
terms of quality indicies. However, the difficulties inherent 
in measuring quality of care were demonstrated by a number of 
researchers, such as Reiter and Kakosh (1965), McFarlane (1970) 
and Bloch (1975) as well as Drs. Haussmann, Hegywary, Jelinek and 
Newman (1972-75) whose work is a major methodological approach to 
quality assessment. 
Donabedian (1966) who pioneered qualitative assessment methods 
propounded a framework of evaluation appropriate to the quality 
of nursing care which was later tested by a number of researchers. 
Donabedian constructed a three facet framework which he identified 
as Structure - Process - Outcome. 
Structure - environment 
This involved the study of the system. It encompasses all aspects 
which provide the environment in which the nurse works and is 
comparable to the infra structure of an economic system. It 
includes such diverse elements as physical facilities, staffing 
patterns, styles of supervision, organisation and the qualification 
of care givers. 
Process - activity 
This involves the study of the process of giving care, namely what 
the care-giver does. This does not only include her visible 
activity but also her invisible activities, such as decision making 
which affects the patient and has an impact on outcome. 
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Outcome - results 
This is the study of the results of care as evidenced by changes 
in the patient. This is the purpose of the care and ultimately 
matters to both the carer and the recipient alike. 
It seems clear that the evaluation of the relationship between 
the result of the nurse's effort (outcome) and her activity (process) 
and the way this is influenced by the environment should be the 
ultimate goal of care evaluation. Bloch (1976) describes 
Donabedian's conceptual framework in terms of a model of inter- 
related components. (Figure 3). At the left of the model is the 
representation of the care providers or the system. The central 
section illustrates the care given which is the process of nursing. 
The problems and idiosyncrasies are depicted on the right of the 
model and indicate the state of the patient. 
FIGURE 3. D. Bloch - Evaluation Model 
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Outcome criteria are derived from the measurement of problems and 
the change of these problems as perceived by either the care 
provider or care recipient. Much debate has been generated 
whether evaluation should be process focused or outcome focused, 
or indeed whether in an evaluation, study of process should be 
related to study of outcome. 
The method of Process and Outcome assessment has been the discussion 
point of researchers for many years. Zimmer (1974) states: - 
"Quality assessment methods involve the use of judgement. The 
goal is accuracy and the closer the estimation is to scientific 
measurement, the more accurate or valid the judgement". 
Bloch (1976) who believes that quality assessment should become a 
continuous activity, feels, however, that there is a great deal of 
methodological work to be done in terms of development and 
measurement of process and outcome criteria. Work of a number of 
authors support this notion Brook (1977), Christoffell and 
Loewenthal (1977), Kane (1977), Kruger Nelson and Wolanin 
(1978). 
Deniston et al (1968) point out that only the evaluation that 
encompasses both process and outcome has the potential for great 
impact on the quality of care. This is re-enforced by Donabedian 
who stated that, although outcome might indicate good or bad care 
in the aggregate, they do not give an insight into the nature and 
location of the deficiency or strength to which outcome might be 
attributed. 
Bloch's model illustrates that the patients' knowledge, feelings 
and health state are influenced by many factors other than nursing 
and it is therefore extremely difficult to define outcome criteria. 
which can be solely attributed to nursing. 
One classic example is the work of Aydelotte and Tener (1960) which 
was published under the title "An investigation of relations betweer, 
nursing activity and patient welfare". This study includes such 
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outcome criteria as days in hospital, fever days, number of 
narcotics, and physical independence. 
Whilst it cannot be denied that all these variables are important 
indicators as to the state of health it could not be assumed that 
they are due to the quality of care without adequate justification. 
Unfortunately these elements of the objective scientific method 
are, as yet, not available. 
Taylor (1974), who developed a set of outcome criteria, used, like 
a number of other researchers, diagnostic specific categories. He 
included such items as "lung clear", "skin intact", "bowel function 
intact", etc. Zimmer, Long and Millet (1974) also pioneered very 
specific outcome measurement instruments. 
Anderson (1974), after extensive study, presented a set of criteria 
for the adult with congestive cardiac failure. This was developed 
from earlier work by Broth and Anderson (1967) who published a 
report of work on patient welfare evaluation instruments. They 
defined eleven components of patient welfare, which they believed 
to possess a high degree of relevance to nursing intervention. 
These components included-skin integrity, mobility, anatomical 
alignment and pulmonary function. 
Many efforts have been made over the years to evaluate physical. 
and psychological outcome criteria and to attribute these to 
specific carer intervention. To say that it is difficult to get 
a reliable measurement of many of these outcome variables seem to 
under-state the situation and to be over optimistic. 
A number of studies focus on the measurements of process in nursing 
and approach the problem in two ways. One focuses through the care 
given by the nurse and the other through the care received by the 
patient. These two conceptual variations are, however, closely 
related. 
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Wandelt and Phoneuf (1972), who developed the Slater Nursing 
Competencies Rating Scale, are a good example of an evaluation 
of the nurse. Phoneuf (1972) and Carter et al (1972) on the 
other hand, focused care evaluation on care received by patients. 
The audit method known as Wandelt's Qualpacs instrument was 
later developed from the Slater Scale. Bloch subscribes to the 
idea that evaluation of nursing care should focus on nursing care 
specific criteria. 
The combination of process - outcome evaluation which, it has been 
said, should be the ultimate aim of qualitative care evaluation, 
has been attempted in the study of nurse-midwives by Avellar , 
(1967). Data such as perinatal care, morbidity, mortality and 
cost of care was collected. A great deal was known about the 
midwifery service but their activity was not monitored and hence 
the outcome could not be analysed effectively in relation to process 
The Burlington randomised trial (1974) which claimed to have 
attempted process/outcome evaluation, focused on the provider of 
care. This study, however, does not fit the process/outcome model 
as conceptualised by Donabedian. It compares two groups of care 
givers in terms of outcome without measuring process. 
The trial was set up to measure the outcome of care in two family 
practices to which nurse practitioners were attached. Families 
were randomly assigned to either physician or nurse practitioner 
care. The process of care was qualitatively evaluated by monitoring 
care given to both groups of patients. Data showed that care was 
equally adequate from the two provider groups. Patient outcome was 
measured in terms of physical status, emotional function, social 
function and satisfaction. Only negligible differences between 
the two patient groups were found. 
Although data 
' 
on both process and outcome was collected and reporteci 
the data was not analysed to relate the two facts, as might be done 
by comparing the process of care for 6atients with favourable 
outcome with the process of care with unfavourable, outcome. 
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From this trial the "Spitzer" scale incorporating the various 
daily living functions was developed. In particular four groups 
of outcome variables were measured in terms of rater perception. 
The first dealt with illness status and morbidity, the remaining 
with physical, emotional and social functions of the patient. 
Each of these variables is a vector quantity of many components 
rather than a scaler, making for formidable difficulties in 
devising a single outcome measure. This has been highlighted in 
other studies, in particular in the work of McPherson (1972), 
Morrell (1972), Chambers (1973), Fry (1976). 
Kratz (1978), who took rather a different approach to studying 
the process of nursing and the associated outcome, focused on 
Symptom Specific criteria. She did this by collecting data on 
a small sample of thirty post stroke patients in the community. 
She used non-participant observation and unstructured interview 
techniques. 
In view of the small sample she used, the methodology she employed 
was practical. On a larger scale this technique would pose a 
formidable task. However, it seems that some of her findings 
could be usefully employed in a larger study, using a set of 
structured instruments. 
Kratz's major finding was that the relationship between the knowledgc, 
which nurses brought into a situation and the value they attached 
to it arose from the general nurse training. The training which 
they received to prepare them for the community was insufficient 
to influence their values in the new situation. Therefore the 
nursing activity would often not meet the observed need of patients. 
Although this seems a perfectly reasonable argument, it does seem 
that there is a conflict in the conceptualisation of "need", 
ie. who puts the value on observed need. 
Disease Entity as a methodological value system in health care 
evaluation has had its attractions and seeming advantages to many 
researchers. Not only are diseases familiar concepts to nurses 
but data collection is facilitated in settings in which the 
prevailing system of classification of patients is according to 
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disease categories. This method of evaluation study was endorsed 
by the Joint Commission Accreditions of Hospitals (1974). It 
seems that, using disease entity as a study topic, also facilitates 
without modification, collaborative clinical studies with medicine 
and other health care providers. 
Judging from the nursing literature on models of evaluation studies, 
disease entities are totally insufficient as a study topic for 
nursing care evaluation. In work on the development of outcome 
criteria, Horn (1976) found that medical diagnoses are too detailed 
or repetitious. Patients with different diseases have similar 
nursing problems. 
Hover and Zimmer (1978) suggested clustering of medical diagnosis 
which Gordon and Sweeny (1976) demonstrated in a study of post 
partum obstetric patients. The highest incidence of discharge in 
terms of nursing diagnosis was not only the area of parenting as 
would be predicted by medical diagnosis, but also in the functional 
areas of nutirition, self perception, and health perception. 
Clearly, had nurses not treated these other problems they would 
not have delivered quality of care. 
Recent literature indicates use of conceptual models of nursing in 
addition to the medical diagnosis in selection and criteria 
development which was demonstrated by the research of Levine (1973), 
Taylor (1974), Roy (1976), Laros (1977), Majesky, Brester and 
Nishie (1978) identified high-risk health problems as study topic, 
using Johnson's (1968) Behaviour System Model. 
A number of definitions in nursing diagnosis have appeared in the 
literature by Gebbie and Lavin (1975), Gordon (1976), Little and 
Carvenali (1976), Soares (1978). All definitions share the common 
conception that nursing diagnoses describe actual or potential 
health problems, treated by professional nurses. However, theoretical 
orientations regarding the focus of nursing and thus the focus of 
nursing diagnosis, differ. 
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Identification and refinement of diagnostic categories is a 
continuous process, as new insight develops. Research is required 
to validate the categories as nomenclature is developed. There is 
no doubt, however, that the construction of a nursing diagnostic 
index has some real value in quality evaluating nursing research. 
With reference to the literature of evaluating the quality of 
nursing care it is apparent that much thought has been given to 
this over a number of years. Most of the studies have positive 
ideas to offer but have little illusion as to the complexity of the 
subject under review. 
2.6. SUMMARY OF REVIEW 
In view of the available research findings and literature and, in 
order to satisfy the objectives of this study, a number of priority 
areas for methodological developments have emerged. 
With this in mind the research methodology focused on Donabedian's 
framework of process/outcome and Bloch's evaluation component model. 
It further concentrated on the concept of Stacey's (1977) social 
model of health perception, as interpreted by Bennett, E. A. (Personal 
communication). In terms of nursing philosophy, Henderson's 
interpretation of nursing as an enabling function was given major 
consideration. 
Spitzer's Scale provided probably the best readily available 
measurement categories of health care and this study followed along 
these lines. 
CHAPTER III 
METHODOLOGY 
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CHAPTER III 
METHODOLOGY 
SOCIOLOGICAL PERSPECTIVE 
The sociological perspective which forms the basis of the study 
is that of perception. 
The perceived needs of the patients and the way in which these are 
met are fundamental to this study. These perceived needs and state 
of independence as seen by the care giver and the recipient are 
used as measures. 
Quint (1969) suggests that people define and classify situations 
and elect a behaviour pattern within their values. They create 
their worlds around them and act in a way which is relevant to them 
and complies with the, perception of themselves. 
Kratz developed two important theories from her research using this 
perspective. She found that nurses' knowledge of why something was 
done and how it was done seemed to inject a sense of purpose into 
its execution and influenced the level of skill, and provided care 
which was focused. Where these elements were not there the nurse 
engaged on role-making because there was no choice to do otherwise, 
and thus resulted in an aimless diffuse care. The theory arising 
out of this hypothesis is therefore that the nurses will meet 
observed needs of patient so long as they know why they do so and 
how to do it. 
In this research most of the measurementa 
- are 
based on rater 
perception and expectations and conducted through structured 
interview schedules by the researcher and directed at the care 
giver and the recipients. A more unstructured interview schedule 
is directed at the General Practitioners with the view of obtaining 
their perception of goals for the sample group. Care process data 
is obtained from patient record data. (Figure 9). 
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3.2. THE SAMPLE 
THE COMUNITY NURSE 
The Community Nurse works as a member of the primary health care 
team in either an Attachment scheme or an Alignment scheme, but 
more recently a number have changed to geographical patient 
allocation in preference to Alignment. However, during the sample 
period, Attachment and Alignment schemes only were considered. 
Twelve District Sisters/Charge Nurses, each responsible for a 
caseload of patient, were selected from three randomly selected 
Health Centres/Clinics in Wandsworth and East Merton District. 
Six from Attachment and six from Alignment schemes. However, after 
a very short period two people moved leaving ten nurses' caseloads. 
The reason for the choice-of a small selection of case-loads from 
a restricted area was two-fold. 
i. The research was to be complex in nature and required a 
considerable understanding and co-operation from the 
participants. It was therefore desirable to deal with a 
smaller number of people in a few centres. 
ii. The first part of the study showed that nurses' attitude 
towards their work and organisation were very similar and 
unaffected by length of service. This suggests that 10-12 
nurses are an adequate representative sample. The only 
concession made in the sampling frame was an even division 
between alignment and attachment schemes, as there is a 
considerable variation of work pattern between schemes. 
(Summary Part I). 
3.2.2. THE PATIENT IN NEED OF COMMUNITY CARE 
A total of 200 patients over the age of 65 years of either sex 
were taken on the sample. 
Only new referrals to the nurse's caseload qualified for sampling. 
A new referral meant that the patient was admitted on to the nurse's 
caseload whether or not the patient had been known to the nurse 
before or indeed had been nursed by her. All patients were asked 
if they would take part in the research - none refused. 
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It was intended to allocate approximately 16 patients per caseload. 
In the event this was changed because the number of nurses was 
reduced to ten and because some nurses took on fewer patients over 
the age of 65. A further complication was the notification of new 
referrals to the researchers. It was extremely difficult to 
establish whether or not patients of 65+ were missed out by the 
sample as there is no admission/discharge documentation other than 
weekly numerical returns. On examination of all individual Kardex 
cards over the sampling period it seems that the people most likely 
to have been missed from the sample were patients who perhaps had 
only one or two home visits and were discharged or died before the 
researcher re-visited. The sample contains, therefore, patients 
who remained on the caseload for one week or more. 
All patients remained on the sample for a 12 month period, or, if 
less, until they were either discharged or died. 
3.2.3. GENERAL PRACTITIONER 
32 General Practitioners who had patients on the sample were asked 
about their patients' expectations. 
3.3. DATA COLLECTION 
3.3.1. PILOT STUDY 
This took place during Spring 1978. The final version of interview 
schedules were ready in April 1978. 
3.3.2. MAIN STUDY 
The first patient came on to the sample during April 1978, the last 
in November 1978. The final data collection was completed in 
December 1979. 
All interviews were conducted by the researcher and one other 
experienced research assistant. 
-44- 
3.4. RESEARCH INSTRUMENTS 
As the research is of a qualitative nature the major instruments 
used were a number of structured interview schedules directed at 
the sample groups at different stages of the research. 
All instruments were piloted prior to the main study. 
ADMISSION 
i. Questionnaire (Appendix 2). 
This was the only self completion questionnaire. It was 
completed by the nurse before the first visit to the patient, 
based on information gained from referring agencies. 
It was intended to establish two things, to measure the extent 
of the information and whether or not nurses formulated prei. - 
conceived ideas based on this information. This was later 
tested against actual conditions. 
ii. Interview Schedule (Appendix 3). 
This was an individual interview with the nurse conducted by 
the researcher about each patient within two weeks of admission 
to the caseload. 
The interview schedule was divided into several sections. Its 
main objective was to measure the nurse's perception of the 
patient's condition and her/his subsequent decisions for 
action. (Nursing care). 
Part I. This covered personal data, such as age, race and 
status. 
Part II. dealt with basic health care data, such as Health 
Centre, G. P. identification, Nursing visits and 
Diagnostic data. 
Part III This was a record of the first visit made to the 
patient. It covered assessment of the illness status, 
the immediate formulation of a plan and subsequent 
action. 
The major part of this section was not precoded to 
allow for maximum content interpretation. 
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The next part covered Physical, Emotional and Social Functions 
based on Henderson's Need for Daily Living and Bennett's 
Dependence - Independence paradigm. Physical and Emotional 
It independence were assessed on a5 point scale 1= total functionllý 
5= very severe incapacity. 
19 Physical and 14 Emotional factors were listed. This means 
that the lowest and best score of physical function is 19,14 
and the worst possible is 85,70. Social factors were scored 
on a3 point scale and included personal and household 
categories. There were 13 social factors with the lowest 
possible score of 13 and the highest 39. 
The purpose of scoring was to create an overall independence/ 
dependence scale as well as isolating particularly sensitive 
and influential factors which may have a bearing on the nature 
of care, decisions or progress. A large number of factors 
were included because of the lack of knowledge of influential 
dependency factors in the community. Further points related 
to communication, recreation and Social Services provided. 
The support services are considered to be of great importance 
as they are influential to the quality of the daily life of the 
patient. This part was pre-coded. 
Part IV. This is in the nature of an enquiry for future action, 
and questions the nurse on specific nursing plans, 
such as treatment, frequency of visits, possible 
supportive action, goals and expectations. 
The final question asked was whether or not the nurse 
felt that the patient was receiving the right care in 
the circumstances and, if not, to identify a more 
ideal situation without consideration of expense or 
restriction on facilities. 
iii. Interview Schedule directed at Patient (Appendix 4). 
Once again this was an individual interview with patients 
carried out by the researcher. 
TEXT CUT 
OFF IN 
ORIGINAL 
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This interview took place after the patient's consent had been 
obtained and the nurse had been interviewed. The interview 
schedule had basically the same sections as the nurse's 
interview schedule, as a comparison between the nurse's 
perception and the patient's own perception of her/his condition. i 
The basic difference in the two schedules was the nursing care 
I 
formulation. However, it compensated by exploring the 
expectations a patient had from the service as well as 
identifying unmet need. 
3.4.2. PROGRESS 
i. Nurse intervention and visits (Appendix 5). 
Nursing intervention during the time the patient received 
nursing was assessed by means of the Treatment Record and at 
the final interview. During the pilot period a special 
treatment card was introduced in the form of a problem orientated, 
nursing care plan. However, this proved to be a failure as 
some nurses were unable to, or unprepared to change to, this. new 
concept. It was therefore decided to use the present convention 
treatment records which allowed for an initial assessment and 
records each subsequent visit. 
ii. Medical Questionnaire (Appendix 6). 
This interview schedule was designed to elicit the General 
Practitioner's view of the expectations he had for the patient 
with reference to the current episode and whether or not 
specific long term goals had been formulated. 
Apart from basic data none of the questions were pre-coded in 
order to allow for maximum qualitative interpretation. 
Some questions allowed for comparison with the patients' 
interview schedules. 
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3.4.3. DISCHARGE 
Three different discharge schedules were used in order to gain the 
information required. 
i. Nurses' Interview Schedule on discharge of the patient or 
twelve months after admission to the sample. (Appendix 7). 
The interview schedule contained elements which tested the 
perception a nurse had about the patient's condition and 
whether or not goals were achieved. 
ii. Patient's Interview Schedule on discharge or twelve months 
after sample period. (Appendix 8). 
This schedule varied slightly from the nurses' schedule 
inasmuch as it contained a functional scale. 
Part I. This contained open ended questions pertaining to 
present circumstances, progress, expectations and 
satisfaction. 
Part II. Functional assessment scale. The same scale as in 
the Admission Interview was used, containing physical, 
emotional and social factors. This scale served as 
a comparison with the Admission Scales. 
iii. Final Interview with Nurse in case of Death. (Appendix 9). 
A number of questions were asked of the nurse in order to 
elicit nursing conditions prior to death. 
3.4.4. NURSES' PERSONAL DATA (Appendix 10) 
This information was obtained from nurses' records containing age, 
qualifications, experience and structure. Further information was 
gained from research carried out in Stage I appertaining to the 
structure of care in this District. 
3.5. ANALYSIS OF DATA 
3.5.1. FILE CREATION 
Analysis throughout was performed with the help of the Statistical 
Package for the Social Sciences (SPSS) at the University of London 
Computer, CDC 6600, St. George's Medical School Terminal. 
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In addition to pre-coded empirical data, content analysis (as 
described by Holsti) was employed in order to quantify unstructured 
interview material. The computerised file data was then created 
and adapted for SPSS by the researcher. 
3.5.2. ANALYSIS (Appendix 11) 
i. One-way tabulation was performed on all variable data. 
(Frequency count). 
New variables were created through amalgamating certain 
variables (Compute ++). 
ii. Each variable in turn was cross-tabulated with relevant 
other variables where categories lent themselves to this 
(Crosstabs). 
iii. Student T-Tests were performed in the case of comparing the 
. 
likeness of mean of one variable with the group variable - 
(As is the case of comparing data between nurses who are 
Attached and those who are Aligned). This test was also 
used in comparing health status scoring at the beginning 
of care with that at the end of care and also assessing 
scoring differences between the nurse and the patient. 
iv. Regression analysis was employed mostly in the case of newly 
created variables resulting from functional and psychological 
assessment data in order to create a scale of dependency/ 
independency with, for example, age group as the dependent 
variable. 
V. Discriminant analysis was employed in relation to functional 
assessments in order to establish the principal components 
influential in relation to some other variables, such as age, 
sex, living alone, of certain nursing inputs, eg. frequency 
of visit, type of action and level of services. 
CHAPTER IV 
NURSES PERCEPTION AT THE ONSET OF NURSING CARE 
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CHAPTER IV 
NURSE'S PERCEPTION AT THE ONSET OF NURSING CARE 
PATIENT PRE-ADMISSION INFORMATION, 
In total 200 patients were included in the sample. All patients 
were over the age of 65 years and new admissions to the nurses' 
caseload, although not necessarily unknown to the district nurse. 
96 patients representing 48% were nursed by nurses working in 
Attachment schemes, the remaining 104 or 52% came under the care 
of nurses Aligned to a number of General Practices. 
4.1.1. REFERRAL METHOD 
One important point which needed to be established was the referral 
agents who created the district nurse's workload and the type of 
information which was received by her in order to make contact with 
the patient and help her to formulate a picture of what to expect. 
Table 3 shows that 129 patients (64.5%) were referred by the 
General Practitioner, 51 patients (25.5%) by hospitals and the 
remaining 14 (7%) by other nurses and 6 (3%) patients referred 
themselves. This happened mainly where another member of the family 
was already receiving community care. 
Table 4 shows that a higher percentage of patients were referred 
by General Practitioners in Attachment schemes, which was offset 
in the Alignment scheme by hospital referrals. This is not to say 
that in Attachment schemes fewer patients came from hospital as 
will be seen later, but that the G. P. takes on the liaison function 
between hospital and community nurse. 
REFERRAL INFORMATION 
Of all patients referred, 33% were known to the district nurse 
either through having the patient on her caseload, through relief 
duties or by discussions with her colleagues on whose caseload 
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they were previously. There was no significant difference between 
the number of patients previously known to the nurse in either the 
attachment or alignment schemes. However, whether or not a patient 
had been known, the information supplied to district nurses by 
referring agents were similar for both groups. In addition to 
name and address, 97% stated sex, 90% stated age and medical 
diagnosis, 90% also gave nursing care instructions in the form 
of task identification, such as "Needs a sterile dressing" or 
"Has leg ulcer - try Viscose Paste dressing". Less frequent 
information was given on symptoms 45%, social circumstances 37% 
or prognosis 16%. 
It appears that information falls into two categories, one being 
of very definitive character with easily defined parameters, and, 
one of a more social nature which seemed to be considered extras 
and suggests that they are not rated as priority information 
required by district nurses. On examination of information coming 
from various referral agents, it can be seen that hospitals and 
General Practitioners are very high in supplying information on 
age, medical diagnosis and nursing instruction and come out relativel 
low in an already low score of supplying information on symptoms 
4 and social circumstances. 
The only group supplying information on 
symptoms seems to be the self-referred group. 
As a result of information supplied nurses were asked whether or 
not they could formulate a picture of 
ýhe 
patient and his/her 
circumstances prior to the visit. In all but 2% nurses said that 
they were able to conceive some idea of what to expect. With 96% 
they expected to have some personal care involvement, and with 
35% she expected another nurse to be involved as well for various 
duties. With a number of those patients she expected that they 
would need assistance with bathing or evening care. 
As far as the workload distribution was concerned, it was expected 
that 37% of all cases proved to be of a light nursing nature, 54% 
medium and 9% heavy. The latter involved a daily visit of 
considerable physical effort. When nurses were asked to assess the 
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approximate time a patient might remain in their care there was 
a reasonably similar distribution. As far as patients were concerned 
30.5% expected to receive care for 3 months, 37.5% 4 months to 
9 months and 32% a longer period. 
There was no correlation between the expected span of nurse 
involvement and the level of care required. It did not follow 
that patients requiring light nursing care were necessarily 
considered to be the shorter stay patients. 
As far as the different organisational structures were concerned 
there was no significant difference between the nurses' involvement 
in nursing application and workload but there was a marginal 
difference in the assessment-of length of stay where the attached 
nurse seems to have a higher number of patients in the longer stay 
group. (Table 5). 
4.2. PATIENT ASSESSMENT BY DISTRICT NURSE 
PATIENTS' PROFILE 
The nurses' perception of patients was established during the first 
two weeks of patient's admission in the form of a structured 
interview (KR/2). On that occasion a fact sheet on personal 
patient data was also completed. 
i. Sex. 
The distribution of male and female patient was 28% male to 
72% female which confirms the findings in other studies. 
There was no significant difference in the male/female 
distribution in the two organisational schemes. 
ii. Age. 
50% of all patients were between the age of 65 and 78 years, 
the remaining 50% 78 years and older with the highest 
recorded age asý96 years. Analysing age in recognised 
categories of under 75 years and over 75 years it showed 
that 34% were under 75 years, the remaining 66% were over 
75 years, ie. a ratio of 1: 2. 
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iii. Civil Status. 
35.5% were married, 51.5% were widowed and the remaining 
12% were single. 
iv. Housing. 
41.5% lived alone, 47.5% lived with one other person and 
only 11% in multi-occupation households, of which the 
majority lived with their married off-spring. More will 
be said about the dwelling facilities later in the analysis. 
v. Ethnic Group. 
96% were British Caucasians, the remaining 4% West Indian/ 
Indian and one person was Malaysian. This demonstrated that 
the service was mainly taken up by the local white community. 
The reason for this was difficult to establish. Assumptions 
can be made that other ethnic groups take care of their 
elderly members in the family, or that there is a lower 
proportion of elderly in the minority ethnic groups. 
4.2.2. NURSES' ASSESSMENT 
Acting on inf6mation supplied by the referring agent, 93% of all 
patients were seen within two days. In fact 54% were seen on the 
same day and 39.5% on the following day, mostly because the 
appointment with the patient was fixed by the General Practitioner 
or hospital. This did not allow the nurse to fix her own appointment 
to suit her work pattern as she was told that the patient needed 
care and expected her to visit on that or the next day. The exact 
time was not stated but it was often said, for example: "Nurse will 
be along tomorrow morning" or "this afternoon". 
On arrival at the patient's home, invariably further information 
was requested by the nurse (92.5%) although on 93.5% occasions the 
circumstances were as expected and the information supplied by the 
referrer considered adequate for an initial visit. On the remaining 
6.5% occasions some information was inadequate or indeed incorrect. 
On examination it seemed that on those occasions the lack of 
information was of either a social or psychiatric nature. 
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4.2.3. 
4.2.4. 
Information at the visit was normally gained from the patient (41%) 
or friends and relatives (11.5%) or later on from the General 
Practitioner (23%). Sometimes it was a combination of the above 
i nf ormants. 
The hospital seemed to be a poor source of information and was 
approached only in 2% of cases. 
MEDICAL DIAGNOSIS 
Medical diagnosis which was given in 90% of the cases before the 
nurse visited the patient seemed an important factor in allowing 
the nurse to form an impression. In all, 38 categories of the 
main diagnosis were identified, although combinations of several 
ageing phenomena were also given in addition to the main diagnosis. 
The most common diagnoses were as follows: - 
N % 
32 16 ulcerated leg 
24 12 arthritis 
14 7 senility 
13 6.5 carcinoma 
13 6.5 - cardiac condition 
12 6 cerebro Vascular Accident 
7 3.5 bronchitis 
6 3 fracture 
6 3 skin condition 
6 3 localised infection, eg. post operative 
discharging wound. 
6 3 anaemia 
FUNCTIONAL ASSESSMENT 
Functional assessment was based on the execution of tasks by a 
person necessary to daily living and ranged from complete independenc 
to total dependence. Within these parameters lay many degrees and 
variations of dependence, and for the purpose of this research they 
were divided into three major areas. 
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Physical, emotional and social functions. Within these functions 
are the variables such of mobility, breathing, level of consciousness, % 
etc. A person executes these functions according to the level of 
his individual ability. In this study there were 19 physical, 
14 emotional and 13 social functions. The physical and emotional 
functions were graded according to ability or state into 5 
categories, each ranging from I for high performance to 5 for 
severe disability. Functional assessment was carried out on 
three occasions during the research. 
1. Nurse's assessment based on the first two weeks of the patient 
under her care. 
2. Patient's own assessment during the researcher's first visit 
to the patient. 
3. On discharge of patient from caseload or twelve months after 
admission, whichever applied. 
In this chapter functional assessment made by the nurse only will be 
discussed. 
i. Physical function assessment (Tables 7,8,9) 
The table shows a representation in % in each category and 
the mean score for each function. On combining all the 
physical function variables an overall group score of 1.8 
was obtained. The individual function Mean Scores ranged 
from 1.1 to 2.9. 
This shows that mobility, ability to bath and skin condition 
have a high disability Mean Score of 2.9. This is closely 
followed by correct body weight of 2.8, hearing and pain 
with 2.2 and eyesight with 2.1. All other physical function 
variables have less than 2 mean score. However, in order to 
assess the degree of disability the most meaningful insight 
is gained by examining the distribution of patients in each 
category. This will be considered and discussed in conjunction 
with the patient's own rating in the following chapter. 
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ii. Emotional function assessment (Tables 10,11) 
Emotional function scale carried 14 variables and the 
amalgamated variable mean score was 1.5 which is slightly 
lower than the physical function score. Apart from sleep, 
which had a mean score of 2.1 all mean scores were less 
than 2. Depression and co-operation had a score of 1.8, 
communication and moods at 1.7, and memory and orientation 
at 1.6. 
Once again it is important to examine the distribution of 
patients rating in categories and the disabling effect they 
may have on the general independence of patients. This also 
will be discussed in conjunction with patients' own rating. 
iii. Social function assessment (Table 12) 
Social function assessment was made under three categories 
and the functions were also sub-divided into personal 
attention and household functions. In addition to this a 
similar scoring was carried out on a number of household 
facilities and recreational and communication facilities 
were established. 
Personal attention. 
Personal cleanliness was assessed at 1.4 mean score, 68% of 
patients were rated by nurse as being very clean and 24% as 
moderately clean and 5% as very dirty. Clothing and footwear 
rated slightly higher with 1.2 and 1.1 respectively. Only 
1% and 1.5% falling into the totally unsuitable clothing 
category. 
Household functions. 
In contrast to personal functions, carrying out household 
tasks proved to be difficult for most patients. Repairs 
came bottom of the list with 2.9 mean score, on close 
examination only 2% of patients were able to carry out 
household repairs. 
Shopping score 2.7 mean, 7.5% did their own shopping, 11% 
had some help and 81.5% did not do their own shopping. 
Housework had a mean score of 2.5 which shows that more 
people were able to do their own housework but, nevertheless, 
62% were not able to do any. 
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Preparation of own food had a score of 2.2 and almost 25% 
of patients did this themselves. However, a large proportion 
47% were unable to prepare their food. 
The influence of this on health and social services will be 
analysed at a later stage. 
Household facilities 
These, again, were graded into three categories and encompassed ` 
such items as heating, lighting, and sanitary facilities. 
All mean scores were low and ranged from 1.1 to 1.3. These 
scores are somewhat meaningless as the real significance 
lies in category 3. It was found that 7% of dwellings were 
very dirty, 4.5% had poor heating and 4.5% had no bathing 
facilities. Lighting was poor in 1% and so were the toilet 
facilities. 
iv. Recreation and Communication 
This was assessed in terms of whether or not they applied. 
Table 13 shows that according to the nurse's knowledge 93% 
had a radio, 92% had a television, 68% a telephone and 
57.7% had a daily newspaper. It appears that generally 
patients are able to keep up with the daily happenings 
around them. 
As far as human contact is concerned 83% of patients had 
visitors although the frequency of visits was not established 
at that point. 9% go out to clubs, etc, and 26.7% according 
to the nurse, had a hobby. However, when these figures are 
compared with the patient's own information it shows that 
nurses are not always aware of patients' hobbies or whether 
they read a newspaper. 
4.2.5. NURSING CARE PLANNING 
Nursing care was allocated according. to medical diagnosis and 
circumstances assessed during the first few visits. On 94% of 
occasions the nurses said that they were able to formulate a care 
plan. On examination of the qualitative data, where nurses were 
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asked to give details of such a plan, information amounted mostly 
to a task orientated statement. Statements such as daily dressings, 
medication and the'aim to get the patient better were stated. 
However, there was no general nursing plan based on assessment 
and there was seldom any goal set to work towards over a given 
period of time. Once again there were no significant differences 
in the care plan formation of either Attached or Aligned nurses. 
i. Care Prescription 
Nursing input took the form of a number of treatment categories 
and, in all, 15 categories were stated although only seven 
major groups emerged as follows: - 
General nursing care. This was the biggest treatment category, 
29%, and included bed baths, treatment of pressure areas and 
oral hygiene. 
Surgical dressing, 18.5%. This related to all dressings 
which had to be performed under aseptic conditions. It 
included post-operative dressings and infected ulcers. 
A bath only and some supervision 14%. 
Medication, 10%, included injections or daily administration 
of drugs. 
Ulcer dressings, 8.5%. These were usually Viscose paste 
dressings. 
7% were visited in order to give advice and general support. 
Although this was the major reason for visits very often small 
nursing duties were also performed. 3% came under the 
category of washing and dressing and related mainly to people 
who were chairbound and needed to have attention morning and 
evening. These visits consisted normally of changing attire, 
transferring of patient to bed or chair according to the time 
of day, emptying a commode, or checking that other services 
had been provided. 
Frequency of patient visits 
Frequency of visits is given in the following table but the 
relation they bear on dependency and other factors will be 
examined at a later stage. 
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Table 6 shows that patients requiring more frequent or 
intensive visits were visited by the District Sister. The 
less frequent visits, mostly weekly, were performed by the 
SEN or N/A, although it appears that the largest number of 
visits were made by the District Sister. On examination, the 
input changed according to the needs of the patients. Visits 
which were due on the day on which the District Sister was 
off duty another Sister might take the visit but it could 
equally well be done by the SEN working with a team of Sisters, 
This indicated that the division of care input between the 
District Sister and the SEN could be somewhat blurred. 
A further analysis of health care personnel shows that 26.5% 
of patients also had the service of a N/A and 22% a SEN. 2% 
were visited by a Health Visitor and 2% by a Community 
Psychiatric Nurse. 
Nurses, once more, were asked to assess how long they thought 
the patient would remain on the caseload, and it was interestinni 
to note that at this stage 18.5% compared to the 31% pre- 
assessment were thought to remain less than three months on 
the caseload. It therefore seems that once the patient has 
been seen the need for care was greater than the initial 
assessment had indicated. 
4.2.6. SOCIAL SERVICES 
Social Worker 
A Social Worker was involved with 65 (32.5%) patients prior to the 
nurse becoming involved. This does not seem unreasonable as quite 
a number of patients already had the benefit of certain Social 
Services. 54.5% already had a Home Help, of those 50% received 
help once a week, 35% twice a week, 10% three times and 5% four 
times. 37.5% received Meals on Wheels, approximately half received 
them for five days a week and the other half every day. 31% had a 
chiropody service. 
11% were issued with clean laundry. 
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7% also had a library service and 25% had the use of some aids and 
appliances (walking aid, bath grip, etc). 
Voluntary services were also supplied to 9% of patients. 
In addition to the above services nurses making the assessment 
visit requested services of the Social Worker in 15% of cases 
and assistance from Social Services for Home Help for 5%, Meals 
on Wheels for 4%, Incontinent Laundry Service for 4.5%, and 
Library 0.5%. 
This suggests that quite a large number of patients coming under 
domiciliary nursing care are alreadyknown to the Social Services 
and indeed receive some help. 
The final question put to the nurse about the patient was that of 
ideal care. She was asked whether in her opinion the patient was 
given the right kind of care in the circumstances without regards 
to cost or facility to the service. In 78% of cases the nurse thought] 
that it was probably right. However, in most cases, they qualified 
that they themselves wanted more time to spend with individual 
patients. 
On probing the main emphasis was on social interaction which had 
to be limited because of time constraints. In the remaining 22% 
of cases it was usually unsuitable accommodation and no other 
person available in the house. 
CHAPTER V 
PATIENTS' OWN HEALTH ASSESSMENT 
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CHAPTER V 
5. PATIENTS' OWN HEALTH ASSESSMENT 
This chapter deals with the patients' perception of care, their 
health status and the expectation they have of their own well being 
and health care. 
Each patient was visited by the researcher after admission to the 
caseload. In total 198 were seen, 2 died before the researcher's 
initial visit. Results have been statistically adjusted for the 
difference. 
PATIENTS' CONTACT WITH PRIMARY HEALTH CARE NURSING 
5.1.1. REFERRAL 
Patients were asked how they obtained home nursing services. 62% 
said they received it through the General Practitioner, almost 
always on the General Practitioner's suggestion. This is similar 
to the nurses' reply who said that 65% of thpir patients came 
directly through the General Practitioner. 34% of patients actually 
came from hospital for follow up care by the community nursing 
service but, in fact, only 25% were directly referred to the nurse, 
the remaining 9% were actually referred via the General Practitioner 
to the community nursing services. 
This suggests that for the 9% of people no arrangements were made 
by the hospital initially but that it became necessary once the 
situation was assessed by the General Practitioner. 
GENERAL PRACTITIONER CONTACT 
Patients were asked when and where they saw the General Practitioner 
on the last occasion before the research interview. This was to 
establish two things, firstly whether or not the patient was 
visited at home and, since the research interview took place 
approximately two weeks after admission to the nurse's caseload, 
the interval between the patient being referred and being seen 
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again by the General Practitioner. From Table 14 it can be seen 
that 24.7% saw the General Practitioner at the Surgery, 70.2% were 
seen at home and 5.1% did not remember. 22.7% and 20.7% saw the 
General Practitioner during the week of the research interview and 
the week before respectively. This means that 43.4% had, in fact, 
seen the General Practitioner since admission to the caseload; a 
further 12.6% had seen the General Practitioner three weeks ago 
and the remaining 39% four weeks ago or longer and 5.5% could not 
remember. 
The distribution of where they were seen in relation to the span 
of last consultation shows that the majority of patients who had 
not seen the General Practitioner for the longer period fell into 
the category who were able to go to the surgery (57.1%). 
Table 14 Location of Last G. P. Consultation by Weeks Prior to, 
Interview. 
N`, 
ýWeeks 123 4+ Don't know TOTAL 
N=45 N=41 N=25 N=76 N=11 N=198 Locatio 
Surgery % 14.3 14.3 14.3 57.1 24.7 
Home % 27.4 24.6 13 34.5 70.2 
Don't % 100 5.1 know 
TOTAL % 22.7 20.7 12.5 39 5.1 100 
NURSING AND SOCIAL WORK SERVICE 
Patients were asked how often the nurse came to visit and whether 
or not other people from the Health and Social Services came to 
the house. 
4% said that they had a visit more than once a day, 38% daily and 
32% weekly. 
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The patients were not always able to identify the grade of nurse 
which made comparison with the nurses' reply more difficult. The 
nurses' interpretation of visits were recorded by grade and 
frequency. For example, the SRN might visit weekly and so would 
a N/A for a different purpose which would mean that the patient 
would, in fact, receive two visits per week. Interpretation and 
comparison of this will be made when the actual process of caring 
is discussed in relation to health status. However, 11.6% of 
patients stated that a N/A was visiting and a further 11.1% thought 
that an SEN came to see them. This would confirm the blurring of 
grade identification as in fact 26.5% had a N/A and 22% an SEN. 
Nurses said that 32.5% of patients had a Social Worker, but 
patients themselves did not seem to know this as only 5.1% said 
they had seen a Social Worker. This seems quite a large discrepancy 
which brings into question either the knowledge of who is who on 
the patient's part, or the Social Worker does not get to see all 
the patients she/he has to deal with. Only one person (. 5%) said 
she also had a Health Visitor and one (0.5%) a CPN. 
5.2. FUNCTIONAL ASSESSMENT 
Functional assessment was made on the same basis using the same 
variables and categories as in the nurses' assessment of the patient. 
The patients were asked to identify the appropriate category for 
each variable into which they thought they fitted. A great deal of 
tact on the researcher's part had to be exercised as some of the 
variables in the social factors bore a reflection on personal 
cleanliness. Since we wished to record the patient's perception 
of the situation no attempt was made by the researcher to influence 
the scoring. However, the researcher made a thumbnail sketch at 
the end of the interview to capture the overall situation. 
PHYSICAL FUNCTION ASSESSMENT 
The patients' perception of their physical ability produced an 
aggregate mean score of 1.8 which is identical to that of the 
nursesi overall score. However, within the individual function 
some variation occurred between the nurses and the patients' scoring, 
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As individual function variations are more meaningful they will 
be examined in detail. 
In total there are 19 physical functions assessed in this research, 
and for the purpose of analysis have been divided into three 
natural groups: - 
i. Task performance 
ii. Body functions 
iii. Senses 
i. Task Performance. (Table 7). 
Mobility: The mean score was 2.9 which is one of the 
highest disability ratings. 25.3% were fully ambulant 
which is less than the nurses' rating which placed 31% 
in this category. A further 19.7% are also fully ambulant 
with the exception of negotiating stairs. The nurses in this 
case detailed 14.5% in this category. On amalgamation of 
these two categories, both patients and nurses place 45% 
and 45.5% respectively into these categories. 
4.5% needed a great deal of supervision, this differed from 
the nurses who put 2% in this category. 
A further 39.9% managed to walk with great difficulty using 
either sticks or a Zimmer frame. This score was similar to 
that of the nurses. 
10.6% were totally bedfast which, in-fact, differs by 4.4% 
from the nurses' score who thought that 15% were totally 
bedfast. The reason for this difference could be two-fold. 
Firstly, within the interval of the nurses' and patient 
assessment some patients could have become more ambulant. 
On the other hand the nurse was not aware of the extent to 
which the patient was able to help herself. 
Bathing: The disability mean score is 2.9 which is similar 
to that of mobility. It seems that bathing is one of the 
most difficult tasks to perform. Only 25.3% are able to 
bath themselves, this score is similar to the nurses' 
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assessment. 15.7% (15% nurse assessment) require little 
supervision. The remaining 60% are evenly distributed 
between the remaining three categories. 
The assessment of the level of ability is very similar 
between the patients and the nurses, which suggests that 
the nurses are highly involved in this task performance and 
therefore in a position to make an accurate assessment of 
the function. 
Dressing: The patients' overall mean score was 1.8 which 
compared with the nurses' rating of 1.9,, 51.8% of patients 
said they could dress themselves without supervision or help, 
the nurses' score was 50.3%. 25.4% said they could dress but 
needed some help; nurses rated 22.6% to be in this category. 
12.2% said they needed supervision, nurses rating 15.1%. 
10.5% of patients needed extensive help and this rating was 
confirmed by nurses. This shows that over 75% of all patients 
could dress with minimal difficulty and the patients and 
nursest respective ratings were similar. 
Feeding: This function seemed to be quite well performed as 
the overall score was 1.6. and identical to the nurses' score. 
60.9% of all patients could feed themselves unaided; a further 
23.9% needed minimum help. This suggests that at least 85% 
of all patients manage this task. 
9.6% needed supervision with feeding, the remaining 4.6% and 
1% needed to be helped with this function. 
Nail Care: Patients were asked how they managed with their 
nails. The overall score was 1.5 which was similar to the 
nursesl score. 
57.1% managed their own nail care; 38.4% had nails in good 
condition but needed help to care for them. 
The remaining 4.5% had nails in a poor condition and needed 
assistance to cope with them. 
The poeple not able to take care of the nails, referred mainly 
to their toe nails. 
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Oral Hygiene: The overall score was 1.3 for both patients 
and nurses. However, the importance of frequency of 
performing this task was not established. The patients were 
asked whether or not they could clean their teeth (most of 
them had protheses). 
77.2% said they could do this and a further 19.3% said they 
needed some help. The remaining 3.6% did not seem to have 
thought about this task. 
In conclusion: It appears that the majority of people 
experience varying degrees of difficulty with mobility, 
bathing and dressing; quite a number are unable to take care 
of their nails, but that a large proportion are able to 
feed themselves and take care of their teeth. 
ii. Body Functions: (Table 8) 
This group is comprised mainly of essential functions based 
on a symptomatic assessment. 
Breathing: The mean score was 2.0 which suggests that quite 
a number of people had difficulty with breathing. 
36.9% of patients said that they had no difficulties; 44.9% 
experienced some difficulty. 
As far as the nurses' assessment was concerned 49% had no 
difficulty and a further 33% had some. This reverses the 
order of the patients' own assessment. 
7.6% had moderate difficulties and the remaining 10.6% 
suffered severe breathing difficulties as compared to the 
nurses' rating of 2.5% and 9% respectively. 
Expectoration: This function was linked with breathing to 
establish whether or not the patient felt "chesty". 57.6% 
had no kind of expectoration and a further 31.8% experienced 
some expectoration. The remaining 10.6% did have severe 
problems with heavy expectoration. 
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CircuTation: This function was assessed in terms of skin 
colour and condition. 46% had no problems of circulation, 
30.8% suffered from varicose veins, 19.2% were slightly 
cyanosed which appears to be quite a high proportion but 
seemed reasonable in view of the assessment on breathing; 
18.2% had moderate to severe breathing difficulties. A 
further 4% had cyanosed extremities. 
Skin Condition and Pressure Areas: These two functions 
were assessed separately. 
Skin condition scored a high disability with a mean score 
of 3. The reason for this lies in the fact that the worst 
condition, describing broken skin, rated as 5. As 16% of 
all patients in the sample had leg ulcers, they were naturally 
scored under this category. 
35.9% suffered from some kind of broken skin and a further 
31.3% had skin pallor. OnlY 23.7% seemed to have normal skin. 
8.2% showed soreness on pressure points and 6.6% had an open 
pressure sore. 
Continence and Urine Output: No problem seemed to arise as 
far as urine output is concerned but over 25% of patients 
suffered some degree of incontinence. 
3.6% seemed severely doubly incontinent, a further 3.1% 
severely incontinent of urine, 21.4% were incontinent mostly 
at night and only sometimes during the day. These findings 
are, in fact, similar to other surveys (SMW Area Survey 1979) 
Robinson, H (1978). 
Bowel Function: Just over two-thirds (69%) of the sample 
said they had no problems with this. The most frequent 
complaint being irregularity and constipation for which 
13.2% took some form of remedy. 
In conclusion: It appears that quite a number of patients 
had some difficulty with breathing and expectorating, which 
seemed to be linked to circulatory symptoms. Pressure sores- 
and incontinence also appeared at a similar level to each 
other, but further analysis is required to establish their 
correlation. 
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Senses.. (Table 9) 
The senses were, once again, assessed by the patients' 
interpretation of the various functions. 
Pain: This seemed quite an important factor as it seems 
that a majority of patients experienced some form of pain. 
The mean score was 2.3. 
31.8% said that they did not suffer from any pain. This 
was 3% more than the nurses' score of 29.1%. 
26.8% said they suffered mild pain whereas nurses assessed 
this category as 30.2%; 27.8% experienced intermittent pain, 
11.6% moderate and 2% severe pain. Nurses in all three 
categories scored fewer patients, which suggests that nurses 
are less convinced of the degree of severity of pain the 
patient is experiencing. 
Hearing: This function has a wide distribution across all 
categories. The overall mean score is 2.3. 
30.8% of patients seemed to have normal hearing and 6.1% are 
totally deaf, a further 34.8% had fairly good hearing, the 
remaining 18.3% had moderate to poor hearing. 
These findings are similar to the SMW AHA Survey (1979). 
Eyesight: This function also has a similar distribution to 
that of hearing with a mean score of 2.3. 
28.3% had good eyesight and 48.5% had fairly good eyesight. 
10.1% could see moderately well but the remaining 13.1% had 
very poor eyesight, of which 3.5% were almost blind. 
Speech: This seemed to be a less disabled sense and affected 
just over 25% of the patients, of which 1.5% were severely 
handicapped. 
In conclusion: It seems that pain, impairment of hearing 
and eyesight effects about two-thirds of the people. 
5.2.2. EMOTIONAL FUNCTION ASSESSMENT 
Assessment was based on the patients' own perception of his/her 
emotional state using symptomatic descriptions. Once again the 
same 14 variables as used in the nurses' questionnaire were applied. 
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This was by far the most difficult section to complete as the 
scoring had to reflect the patient's perception of him/herself. 
However, in this section, the scoring of the residential carer 
was taken into consideration in 5.5% of all patients as there was 
marked disorientation and loss of memory. 
Wording to interpret the various variables and categories also had 
to be chosen carefully in order to give the patient the opportunity 
to understand and make a reasonably accurate assessment. 
The overall amalgamated mean score was 1.5 which is better than 
that of physical performance. 
For the purpose of analysis the variables have been divided into 
two groups: - 
i. Neurological 
ii. Psychological 
i. Neurological functions (Table 10) 
Orientation: The overall function score was 1.7 which suggests 
that the majority of people are fairly well orientated and a 
further 31.8% were perfectly orientated in familiar surroundings. 1 
10.6% had some difficulty in identifying people and the 
remaining 3.5% were quite disorientated. This is reflected in 
the scoring level of conscious awareness. 
16.3% were occasionally confused and a further 8% were frequently 
confused. 
Communication: This revealed much the same scoring as that for 
orientation with an overall mean score of 1.6. 
46.5% were articulate; 47.5% were able to communicate their 
needs in a simple way; 5.6% were able to understand but unable 
to communicate their needs; 0.5% were unable to understand or 
indicate their needs. 
Co-operation: This was assessed in the range of active and 
passive co-operation to active resistance. 
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It seems that only one person (0.5%) was resistive to outside 
assistance. A further 3% were resistive but made some attempt 
to help themselves. 
15.7% were only slightly more co-operative but the majority, 
43.7% and 37.1% respectively, were either actively or 
passively co-operative. 
Memory: This had a somewhat wide distribution. 46.9% said 
that they had a good memory. A further 38.3% seemed to suffer 
from forgetfulness of recent events and a further 9.2% 
complained of an impariment of memory which made life difficult. 
5.5% suffered severe impai ment which, in fact, is reflected 
in other functions, such as orientation, communication and 
confusional states. 
Sleep and Tension: Quite a number of people had some problems 
with sleeping, only 28.8% said they slept well. This is a 
much lower figure than quoted by the nurse who put 41.2% into 
this category. 
A further 36.9% needed sleeping pills occasionally, 22.2% slept 
well only with sleeping pills and the remaining 12% took 
sleeping pills but still could not get a good night's sleep. 
In conclusion patients placed importance on sleep which is not 
reflected in the nurses' assessment. As the nurse visits 
mostly during the day, unless she makes a comprehensive 
investigation of the patient's overall state, this point may 
not be a priority in caring for this patient. 
All other categories of neurological symptoms reflect a 10% to 
15% severe disability factor. 
ii. Psychological functions (Table 11) 
These, like the first group of emotional functions, were based 
on a symptomatic interpretation by the patient and, in a small 
proportion, 5.5% by the resident carer, ie. daughter, spouse. 
The overall mean score was 1.4. 
Mood: This was based on a subjective judgement of well being. 
i Only 38% said that they had a feeling of well being and happiness 
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The majority, 47%, felt listless and, to some extent, expressed 
a feeling of hopelessness. A further 15% felt quite concerned 
about their illness and the future. 
Depression: Patients were asked whether or not they got 
depressed and, as in the interpretation of mood, almost the 
same number of people fell into the same categories. 
39.6% said they never got seriously depressed about things, 
40% seemed to suffer from slight depression. The remaining 
20% said they suffered quite a bit from depression, of which 
3.5% seemed to be seriously affected by it. 
Agitation: This is the only other symptom in this group which 
warrants examination. Basically, the scoring falls into either I 
no agitation (50%) and the remaining 50% into slight agitation. 
Irritation, aggression and restlessness did not seem to be 
important and slightly affected less than 25%. 
In conclusion it seems that depression, mood and agitation are 
the most important variables to be considered. 
5.2.3. SOCIAL FACTOR ASSESSMENT (Table 12) 
Social factors included 13 variables which, unlike the other factors, 
were based on a3 point scale. 
Social factors come under three groups: - 
i. Personal care 
ii. Household facilities 
iii. Household tasks 
i. Personal Care 
This was a very difficult question to ask without suggesting 
that there might be a lack of personal hygiene. However, it 
was surprising how many patients agreed that they were not 
able to look after their personal hygiene as they would wish 
to do. Others stated they had no problems but looked as 
though their personal hygiene could be improved. 
64% thought that they were clean and a further 28% felt 
moderately clean. 8% felt untidy and not very clean, almost 
all of them offered an excuse. As far as clothing and footwear 
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was concerned the majority, over 90%, thought that they were 
wearing the appropriate attire. 
ii. Household facilities 
In general, between 70% and 80% of dwellings and facilities 
were either satisfactory or good. There were a small number 
who lived in neglected, cold and inadequate housing; 4% had 
no bathroom or facilities to bath and 2.6% had insufficient 
heating. 
These figures differed from the nurses' figures who felt that 
at least 4.5% had insufficient heating. In-other areas there 
was agreement. 
Household tasks 
Few patients were able to cope with these. 
Preparation of Food: 24% were able to prepare their own food 
and a further 31% could perform this task with help, ie. they 
were able to heat prepared food such as tinned, frozen or 
pre-cooked food but almost half (45%) were not able to do 
this at all. 
Housework: Only 9% could perform some of the household tasks 
but the majority had some form of help. 
Shopping: 7.7% did their own shopping. 11% shop sometimes 
but had help, the remaining 80% never shopped. 
Repairs: The only other task which was asked about concerned 
household repairs and, apart from 1.5%, patients were not able 
to do this. This is, of course, not surprising in view of 
their general need for care. 
In conclusion it seems that two-thirds of people felt that 
their personal hygiene was adequate. Between 70% and 80% 
have good household facilities but that the most difficult 
tasks are household chores which are necessary for daily 
living. 
iý 
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5.2.4. RECREATIONAL FACILITIES. (Table 13) 
The patients were asked whether or not they had certain entertainment 
and communication facilities like T. V. and radio. 
It seems that the majority have T. V. and radio. People who did not 
have T. V. stated that they had no desire or use for it. They could 
not see or hear properly, or just did not want to have one. 
62% took, and enjoyed, a daily newspaper. Some said it gave them 
great satisfaction as they could read it at their leisure. 
40% also had a hobby and this was one of the things nurses seemed 
to know very little about. This would bear out the low importance 
they appear to attach to "social" information. 70% had a telephone. 
Of those who did not have a telephone most said that they would 
find it a great help if one could be made available. Quite a number 
said that the were afraid that something would happen to them which y 
would prevent them from calling for help. A telephone seemed to 
represent a link with the outside world. 
CHAPTER VI 
DISTRICT NURSING CARE 
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CHAPTER VI 
6. DISTRICT NURSING CARE 
CARE SETTING (Tables 15 and 16) 
The way in which care is prescribed and carried out depends very 
much on the perception of the need for this care. This perception 
of need may be viewed differently by the carer, in this case the 
nurse, and the recipient of care - the patient. 
Furthermore, the expectation of either the nurse or the patient may 
vary according to the way the problem is perceived and dealt with. 
This, in fact, is part of the process of caring in order to meet 
set goals. 
Both patients and nurses were asked during their first interview 
about health problems, how they saw a possible solution and what 
kind of results they might expect from the actions they decided to 
take in order to attempt to solve these problems. 
At the end of the caring period an audit was completed to see how 
far the goals had been met and what adjustments had had to be made 
as a result of unexpected events. 
6.1.1. PROBLEM IDENTIFICATION, (Tables 15a and 16a) 
Nurses and patients were asked to describe the health problems as 
they saw them. Nurses were less vocal than patients on this point 
and tended to use similar phrases to express many of the patients' 
problems. 
i. Medical diagnosis. 
Nurses identified 75.5% of patients by medical diagnosis as 
being the major indication of a problem, whereas only 33.5% 
of patients mentioned medical diagnosis. 
It seemed that once the nurse had mentioned a certain diagnosis 
the kind of problems which were experienced with this diagnosis 
were probably considered to be self-evident. On the other 
hand patients gave the actual medical diagnosis relatively 
low priority. This seems to suggest that nurses identify 
t 
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problems mainly in terms of a medical model and not as a 
problem orientated model. 
ii. Health Symptoms. 
Health symptoms were identified in terms of malfunctions and 
discomfort. This included mobility, blindness, deafness, 
incontinence and pain. Nurses said that patients were blind 
or incontinent, or could not walk but rarely continued to 
state how this was actually disabling to the patients' daily 
life. 
In 47% of patients, nurses actually stated a health symptom, 
such as mentioned above. This was not very different from 
the patients' own response where 40.5% mentioned these symptoms 
which suggests that symptoms are an identifier of problems, 
but unlike the nurses, patients followed this up by mentioning 
how disabling this malfunction was. In fact, 49.5% of the 
pati-ents mentioned that, because they could not walk for 
example, they were unable to perform certain tasks which were 
necessary for survival, such as preparing food and going to 
the toilet. Therefore, although the diagnosis may have been 
arthritis, the actual problem lay in the fact that they needed 
assistance with going to the toilet and preparing food because 
they were unable to walk. In addition to this they may be in 
pain, unable to sleep at night and thus feel miserable and 
despondent. Little emphasis was given to this in the nurses' 
identification of problems where disabling factors, such as 
inability to perform a task was mentioned in 31% of patients. 
iii. Social conditions and Old Age. 
Other problems apart from health were mentioned which had a 
social context, such as housing conditions and loneliness, 
6% of patients said that they felt their housing was too poor 
and inadequate for them to live comfortably in the light of 
their disability. With social conditions nurses were more 
vocal than patients and they thought that 13% of patients had 
problems with housing and facilities. Some said that steps 
were a problem and dangerous. Old age was given as a problem 
-75- 
by 5.5% of patients and 8.5% of nurses - this seems to be an 
umbrella term used to cover a whole range of symptoms. 
A further 6.5% of patients stated that they had no problems 
and they did not really want any help. 
On further examination it appears that this concerned mostly 
patients who were very independent and had probably coped 
with "the problem" for many years; or, for example, the case 
where a patient had been drinking alcohol for years, had 
fallen and sustained a Collis fracture. The nurse was asked 
to visit him but he coped very adequately although, according 
to the nurse's assessment, he lived in squalid conditions and 
was probably under nourished. He resented the nurse's help 
and she discharged him from her care after arranging meals 
on wheels. 
NURSE'S ACTION (Table 15b) 
Nurses were asked to give an account of the actions they were taking 
in order to deal with the identified problems. Most nursing care 
was presented in terms of physical tasks. 
i. Skilled Nursing Care. 
According to the nurses! perception 45.5% of patients needed 
skilled nursing care, such as sterile dressings or adminis- 
tration and supervision of drugs, especially injections. 
ii. Basic Nursing Care. 
35.5% of patients needed basic care which was usually in the 
form of a bath, washing, dressing and emptying a commode 
morning and night. 
iii. General Nursing Care. 
30% needed general nursing care which would normally be carried 
out by the District Nursing Sister or the Enrolled District 
Nurse with the assistance of a second nurse, General nursing 
care usually applied to people who were bedfast or in the 
teminal stage of illness. 
iv. Support and Health Education. 
Further categories of action were identified by the nurse, 
involving the request of aids and giving support to patients 
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and relatives and teaching them how to cope with the illness. 
25.5% of patients were said to be given support and aids 
such as bath grips, walking frames or social services support, 
such as Home Help and Meals on Wheels, although the latter 
were not mentioned very often. 
5% of patients were given some form of health education which 
included personal hygiene aspects and nutrition. 
6.1.3. GOALS AND EXPECTATIONS (Table 15c and l6b) 
Nurses and patients were asked what sort of expectations they had 
for their patients and what they thought they might achieve. 
As far as the nurse was concerned the focus was around the identified 
problem which was mostly in terms of medical diagnosis. This 
seemed to influence how they expressed their goals and expectations 
for the patients. 
i. Improvement. 
In 35% of patients nurses expected enough improvement to 
enable them to discharge the patient from their caseload. 
Where a diagnosis of a leg ulcer was made the expressed goal 
was to heal the ulcer even though some may take a very long 
time to heal. The expectation of an improvement was also 
expressed by 35% of patients although, as will be seen later, 
this goal was not identically matched with that of the nurse. 
A further 7.5% referred specifically to the healing of a leg 
ulcer. Patients also expressed their wish to improve in terms 
of ability as opposed to the nurse who stated the goal as 
being a curing of illness, ie. patients would say that they 
wanted to leave the house and do their own shopping or cooking, 
thus making a statement of independence. 
Maintenance and Support. 
In 33% of patients the nurse saw the main objective as keeping 
the patient as long as possible in her own home. Containing 
the condition seemed to be a much used expression to portray 
a situation where no improvement could be expected. However, 
with nursing and social services support, sufficient help could 
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be given to the patient to enable her to remain at home. 
1.5% expressed this goal as support. 
It seems that containing an illness and maintaining the 
patient in an independent environment was therefore the best 
alternative to actually curing the illness. 
16% of patients also suggested that they could not really 
expect to get much better as it was basically a collection 
of symptoms arising from old age and that they were not 
getting any younger but nevertheless hoped to cope with the 
sometimes progressive disabilities. 
iii. Rehabilitate and Remobilise. 
In a small number of patients the nurses had actually stated 
a definite goal. This usually occurred where they had 
identified and focused a specific problem rather than just 
using a medical diagnosis. Instead of stating that they 
expected a general improvement they stated that their goal 
was remobilisation or rehabilitation. This was quite notable 
as this kind of goal identification linked up with the problem 
identification perceived by the nurse as a task disability 
or health symptom. 
It seems, where the problem is perceived for example in terms 
of immobility, the goal would be more likely expressed in 
terms of specific objectives, such as increased mobility. 
4% of patients were expected to be rehabilitated and a further 
4% remobilised. There was no comparable expression used by 
the patient but, as an expectation to improve was often 
expressed in terms of performance, such as hoping to walk 
again or to move about the house freely. it could be assumed 
that remobilisation was part of their expectation. 
iv. Low expectations or inevitable death. 
Where no improvement could be expected or even the hope to 
contafn a patient's condition, such as fn the case of rapid 
deterioration or in terminal illness, two alternatives were 
expressed. 
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In the case of terminal illness, and where social conditions 
were congenial, a pati-ent's peaceful death at home and support 
to the caring relatives were the main objectives. 7.5% of 
patients came into this category. None of the patients were 
aware of their terminal statEi or at least did not acknowledge 
this even if they might have known. However, a number of 
relatives knew the graveness of the situation and expressed 
the need for support and reassurance. 
In 5% of patients the nurses thought that the ultimate goal 
had to be admission to a home or hospital. They felt that 
either the health and social conditions prevented the patients 
from remaining at home. 
It was interesting to note that nurses appeared very apologetic 
about this particular goal and almost comes across as a 
failure on their part. It always involved a social reason, 
such as living alone, or in one case a psychiatric illness 
with which they were not able to cope. 
20.5% of patients said that they had no expectations and a 
further 8% expressed gloom and despondency. They seemed to 
think that nothing could be done and that they were just ill 
and no one cared. The fact that the nurse went into their 
home to nurse them did not appear to improve their spirit, 
although a number went on to say that "nurses were wonderful 
but, after all, what could they do". 
v. No Goal or Insight. 
In 10% of patients, nurses did not seem to have any goal or 
particular aim. They expressed this normally by just stating 
"I don't know what to do with them". 
6% of patients in turn had no insight into their illness and 
expressed this also when asked about their goals and 
expectations. 
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6.1.4. GOAL MATCH AND GOAL ACHIEVEMENT (Table l6b) 
One of the important factors to examine was to see whether or not 
the goal of the nurse is perceived in a similar way to that of the 
patient and to what extent these goals may have been achieved. 
Similarities in expecting to achieve certain goals were measured 
by matching individual responses of both patients and nurses. 
Therefore, although the general goal of the nurse and the patient 
may have been expressed as "Getting better" the actual terms to 
describe in which way they expected this improvement may have been 
in the form of task performance. The nurse may have said 
"remobilisation" or "getting her to the stage where she can bath 
herself" or "achieve confidence in getting into the bath". The 
patient may have expressed the same goal as "Wish I could lift my 
leg to get into the bath" or "get around better". 
If the statements were of similar nature then this was considered 
to be a good match of expected goal achievement. 67% of all 
responses were similar between patients and nurses. The remaining 
34% displayed varying degrees of dissimilarity. 
For example, patients in the terminal stage, where the nurses can 
only hope to provide the support for a peaceful deaths ie. 7.5%. 
were not aware of, or certainly did not mention the fact that they 
were dying. 
On the other hand four people who felt despondent about their 
situation and general debility expressed the wish to die. 
The main difference of goal identification was created by the 
relatively higher expectation of nurses. 
77% of patients had positive goal achievements. They were expected 
to either improve or maintain a status which would allow them to 
have a reasonable existence in the community. The remaining patients 
had negative goals in that 7.5% were expected to die, 5% transfer 
to hospital and 10% had no specific goals. 
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This is quite different to the responses patients themselves 
expressed, where only 58.5% expressed positive goals which showed 
hopefulness or, at least, reasonable contentment with their 
circumstances. 
28.5% had either no expectations or were displaying definite gloom 
and despondence. The remaining 7% had no insight. 
6.2. CARE RECORDS 
Whether or not nursing care was given as planned by nurses, and how 
it changed through circumstances, was established through written 
nursing records and during the final interview of patients and nurses. 
It is recognised that this is perhaps the most difficult area to 
investigate. It is impossible to establish from these records how 
satisfactorily these tasks had been completed and very often for 
what reason. 
Kratz (1978) discussed Audits at length and dismissed them in favour 
of participant observation. Nursing records are therefore regarded 
in the light of their inadequacy in this research and emphasis is 
given to the final interview to elicit levels of satisfaction and 
the perception of patients on the quality of care received. 
A record audit was carried out from the two types of nursing records 
kept by the District Nursing Staff, one at the patient's home and 
one at the nurse's base. 
6.2.1. TREATMENT RECORD IN THE PATIENT'S HOME 
This is an A4 stiff card kept in a buff envelope. There is one 
header card and continuation cards if necessary. The header card 
contains information about referral, next of kin, and frequency and 
type of treatment. An entry is made in these records every time a 
district nurse visits the patient. 
On examination of the cards used in the sample group it became 
obvious that only very limited information was being recorded. 
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As there is no space or guidance on the header card for a resume 
of the patient's history and intentions of care, the information is 
diverse. Most header cards contain only 3 to 4 lines of background 
which is usually of a task oriented nature. 
Furthermore, treatment or frequency of visits often change without 
any reason being given. 
Sometimes an entry on a record came to an abrupt end which left one 
to wonder what had happened. 
The only use this particular record had was to check on the frequency 
of visits and if this changed also the number of different nurses 
visiting the patient. The change in pattern could then be related 
to the final interview. 
The record kept in the patient's home is intended for the information 
of a 11 health care personnel visiting the patient. However, as it. 
is not a sealed record patients also have access to it. 
Although it is considered to be a legal document it brings into 
question its usefulness in terms of information to the health care 
profession. 
6.2.2. TREATMENT CARD KEPT AT THE NURSE'S BASE 
This is an A5 stiff index card arranged in alphabetical order. 
Basic information on this card is in the same format as that of 
the patient's home treatment card. The main difference between 
the two cards is the entry for diagnosis. On the patient's home 
card there is no space to record diagnosis. 
The purpose of this card is to record in detail patient data which 
cannot, for reasons of professional confidentiality, be recorded 
on the patient's home treatment card. It is not necessary to make 
an entry every time the patient is visited, as the intention of 
this card is to record details of changes in the patient's condition 
It should contain changes in the patterns of visit or changes of 
patientis circumstances. 
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Once again, on examination of record cards it was evident that 
not a great deal of information was being recorded. The most 
noticeable omission was any evidence of discharge or re-admission 
dates. This caused particular problems when checking on patients 
in the sample as final interviews had to be arranged on discharge. 
In conclusion it can be said that these records proved to be of 
little value and gave no real indication of the qualitative nursing 
input in the process of caring. 
CHAPTER VII 
PATIENT HEALTH STATUS OUTCOME 
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CHAPTER VII 
PATIENT HEALTH STATUS OUTCOME 
The ultimate goal of nursing care is the achievement of the 
patients' independence in their daily living activities. Exactly 
how much of the independence or changes in health status of 
patients is attributable to the influence of the nurse is difficult 
to say. The variables contributing to changes for better or worse 
are too numerous and complex to isolate. However, circumstances 
and health status can be examined at the point of discharge from 
community nursing care.. er-4etrttr. An attempt to measure the care 
and effects as perceived by carers and'recipients and assumptions 
through statistical analysis, can be made as being influential in 
the outcome of health status. 
On discharge from district nursing care or-, 4eeth, final interviews 
took place in order to review the patient's health status as 
perceived by patient and nurse at that time. Where it was possible 
to obtain an interview with the patient an attempt was made to 
obtain their perception of their level of satisfaction with care 
they had received. 
Three different interview schedules were designed to record patients, 
and nurses' perception of health status. 
(a) Patient interview schedule. 
(b) Nurse interview schedule on discharge of patient or 
twelve months after admission on caseload. 
(c) Nurse interview schedule on patient's death. 
OUTCOME EVENT. (Table 17) 
The assessment was made on discharge from nursing care, death, or 
after twelve months of care whichever applied. 
In the event 61.5% of patients were discharged for numerous reasons, 
including death and the remaining 39.5% were still on the nurses' 
caseload twelve months after their admission date. 
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The outcome status of patients' health was categorised by means 
of content analysis into five basic groups: - (Tables 18 and 19). 
1. Improvement "Got better" 
2. Remained the same "Same" 
3. Deteriorated "Worse" 
4. Died in hospital. 
5. Died at home. 
7.1.1. Patients showing improvement. 
38% (76) patients showed some improvement in their condition. 
This is somewhat lower than expected by the nurses, who assessed 
that 44.5% (89) patients would make some improvement. Of the 
patients who come into this group 19.5% (39) were discharged medically 
fit, 4% (8) went to live with relatives, and the remaining 14.5% (29) 
were still on the nurses' caseload after twelve months. Of the 76 
(100%) patients who got better 27.6% (21) of that group were 
discharged within three months of their admission, a further 
18.4% (14) between four and six months, and rather fewer 9.2% (7) 
and 6.5% (5) between nine and twelve months respectively. From 
these figures it seems that almost half of those who got better were 
discharged within the first six months and almost 40% were still 
being nursed by the district nurse after a year. 
7.1.2. Patients remaining the same. 
In total 15.5% (31) of all patients came into the category where 
their health did not change to a noticeable degree. Once again, 
this is lower than the expected number in this category, where 
33% (66) were expected to be maintained in the community without 
much change. 
Of those who experienced no change 3% (6) moved out of the area to 
live with relatives 3% (6) were transferred to a Home and the 
remaining 9.5% (19) were still on the caseload after twelve months. 
Taking 31 (100%) as the total number in that group it can be seen 
that 61% remained on the caseload for at least one year. Of those 
discharged 26% were discharged within the first six months and the 
remaining 13% during the second half of the year. 
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Patients who deteriorated. 
This is the group of people who became worse in their health during 
the time they were being nursed at home. In total 23% (46) of 
patients came into this category. On comparison with the expected 
outcome it can be seen that nurses expected onlý 5% (10) of patients 
to become worse. This is, in fact, the reverse order than the 
expectations expressed in the previous groups. The actual number 
in this category is almost five times higher than the expected 
outcome. 
Of those who became worse 65% (13) were transferred to hospital and 
1% (2) moved out of the District to be looked after by relatives. 
Taking 100% (46) as the total in this group 67%, constituting 31 
patients, remained on the nurses' caseload for at least one year. 
7.1.4. Patients who died. 
The total number of deaths were 23.5% (47). However, for the 
purpose of this analysis a distinction was, made between those who 
died 
- 
at home and those who died in hospital. The latter group died 
within two weeks of admission. 
12.5% (25) died in hospital after transfer. 
11% (22) died at home. 
Once again: this is much higher than the expected death rate estimated 
by the nurses' assessment, who expected 7.5% (15) to come into this 
group. 
Taking 100% (47) as the total in this category it can be seen that 
34% (16) died during the first three months and a further 34% (16) 
during the next-three months. 14.8% (7) and 17% (8) respectively 
died in the third and fourth quarters. 
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7.2. OUTCOME GOALS 
7.2.1. Goal Achievement. (Table 20) 
The final goal achieved at the end of the sampling period resulted 
in 38% became "BETTER", 15.5% remained the "SAME", 23% were "WORSE" 
and 33.5% had died either in hospital or at home. 
When the actual goals achieved were set against the goals expected 
by nurses, a 34% overall achievements rate was obtained. 
On the whole nurses were optimistic in achieving improved health 
which seems to be confirmed by the numbers expected to improve 
compared to those who actually did. This optimism is further 
reflected by the situation where fewer numbers were expected to 
deteriorate or die. 
Nurses were reluctant to verbally confi m that they expected patients 
to deteriorate except in cases of imminent death. The only other 
statement which hinted at a possible deterioration was a mention of 
transferring a patient to a nursing home or hospital. 
As far as the discharge rate is concerned it appears that more 
patients (34.5%) left the nurses' caseload within six months of 
admission than in the seven to twelve months period where only 
another 19% were discharged. The categories mainly responsible for 
this result were those who got better fairly quickly and thus did 
not require further nursing care and those who were very ill and 
died within a short period of admission. 
7.2.2. Goal Agreements. 
Patients and nurses were asked what kind of goal they hoped to 
achieve (Table 21 ). If both nurse and patient had agreed on a 
common goal this was considered a good match. The details have 
already been discussed in the previous chapter of nursing care 
setting. 
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As stated previously there was an agreement between 66% nurses and 
patients' goals. It seems that there is a higher degree of co- 
ordination between nurses and patients in the group of people who 
got better, where 80% agreed on a common goal. 
In the group of people who deteriorated there was 67% goal agreement 
This figure dropped to 58%, 56% in the group who stayed the same 
and those who died in hospital and 45% in the group who died at 
home. This, however, is not surprising as the nurses obviously 
knew in a number of cases that the patient was in an advanced terminal 
state. On examination of the patients' expectation in relation to 
outcome groups (Table 22) and Nurses' Expectation (Table 23-) it is 
interesting to note that 54% of patients who expected to get better 
achieved just that. 14% stayed the same and 17% got worse, 14% died 
either at home or in hospital. The patients who specifically 
mentioned that they expected their ulcer to heal 53% improved, 
33% got worse and one person (6.7% of that group) died. 
If these are compared to the nurses' expectations they are similar 
where 50% achieved the improvement they expected. 15.5% remained 
the same and the same proportion actually became worse and 19% died. 
Patients who expected to maintain their state of health 40% actually 
improved. This, again, is similar to the nurses' 41%. A further 
18% remained the same; this was also closely matched by the nurses' 
expectation of 13.8%. However, the percentage of people who died 
in this group was 19% which is higher than the degree of expectancy. 
This trend was confi med when the patients' expectations of their 
future was stated in terms of despondency or when they did not 
expect any reasonably happy outcome. Only 23.5% of patients who 
expressed gloom and despondency got better, 17% and 29% stayed the 
same. 
In the group who voiced despondency 30% died either in hospital or 
at home and 33% of those who had no further expectations from life. 
45% of those who displayed no insight or could not express any 
opinion died. Nurses in turn seemed to be accurate where they 
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expected death. 77% of people they expected to die, did die and 
the remaining 23% got worse. 
once again where nurses expressed a feeling of despondence, ie. "I 
don't know what to do with them" which was categorised under "No 
goal", 35% died, 15% got worse, and 30% got better which is very 
similar to the patients' outcome categories in terms of expectation. 
In summary it could be said that it seems that the higher the 
expectations the more likely is an improvement in the patient's 
condition. 
7.3. FUNCTIONAL ASSESSMENT OF OUTCOME. 
7.3.1. Functional Assessment Grouping. 
Part of the final interview consisted of a functional assessment 
of independence made by the patient wherever possible. In total 
145 patients were interviewed constituting 72.5% of the original 
sample of 200. Of the remaining 27.5% (55), 12.5% (25) had died 
in hospital within two weeks, 11% (22) died at home and 4% (8) were 
moved before the researcher had the opportunity to interview them. 
For the purpose of the following discussion the people who were 
interviewed will be identified as Group A, and those who could, not 
be interviewed as Group B. 
On examination of the two groups Table 24 shows that of the 100% 
(145) in Group A, 51.7% (76) got better, 20% (29) remained the 
same and 28.3% (40) got worse. Of the 100% (55) in Group B 87.3% 
(47) died either at home or hospital, 9.1% (6) got worse and 
3.6% (2) remained the same. 
One of the questions which needs to be asked is whether or not there 
, are marked differences between the two groups at the onset of care 
and, secondly, how the situation had changed in the group which 
could be assessed. 
From the individual function assessment it seems that the mean scores 
of the nurses and patients' assessment at the beginning of care are 
very similar and that the final function assessment shows an overall 
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improvement of the mean scores. However, it would be too simplistic 
a view to assume that there has been an overall improvement as the 
outcome categories s. Uggest. Therefore it is essential to relate 
the functional scores to each other. Table 25 examines the 
relationship between the nurses and patients' assessment at the 
ons et of care, which shows a correlation of 0.86,0.81 and 0.82 
for physical, emotional and social functions respectively, and 
suggests a high level of agreement between the assessors. 
The correlation score between the patients' assessment at the onset 
of care and the final health care status is somewhat lower at 
0.72,0.75 and 0.78 for physical, emotional and social functions 
respectively. This. suggests that changes have taken place in 
Group A, which is most marked in the physical functions. This 
seems to be strengthened by an analysis of group differences where 
functions are tested at the onset of care. (Table 26). The physical 
function scale which contained 19 functions showed that Group A 
had a significantly better mean score of 1.87 at the onset of care 
compared to Group B which scored a mean of 2.03. A further point 
to note is the variance in Group B which suggests a number of 
extreme scores on either end of the scale, which could possibly 
be explained by the fact that a number of patients in the group who 
died suddenly were physically fairly independent. As far as the 
emotional and social function scale is concerned it appears that 
there are no significant differences between these two groups except 
that once more the variance in the social functions is high and 
could be attributed to the more able patients who died suddenly. 
The following detailed analysis of individual function performance 
will be made with reference to the final outcome grouping (Better, 
Same, Worse, Died) as 90% of Group B included the people who died 
or moved. Furthermore, for the purpose of the following functional 
analysis the patients' perception of their physical, emotional and 
social health status at the onset of care will be used where 
applicable in preference to the nurses' assessment. The reason for 
this is two-fold. Firstly, there is sufficient correlation (r=0.86) 
between the nurses and the patients' first assessment and, secondly, 
the final assessment is also the patients' perception of their final 
health status. 
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7.3.2. Outcome Related to Functional Performance. 
This can be analysed in two ways. One is to relate each. function 
of the group of people who were finally assessed, namely those in 
Group A, at the beginning of care to the final assessment. The 
other is to look at the final outcome in terms of event and relate 
this to the assessment at the beginning of care. 
The first analysis would provide information on how function 
performance has changed over time, but it would not include any 
information on Group B. The second analysis would provide informationi 
of all patients in the sample group and test whether or not marked 
differences occur even at the beginning of care. 
Both analyses were carried out and the second analysis was 
considered the most useful for the purpose of this discussion, as 
the functional changes were already part of the outcome categories. 
Correlation and overall mean score differences have already been 
discussed. 
i. Physical Function Performance. 
All functions were tested against outcome events and it-seems 
that continence and the condition of pressure areas were 
largely responsible for the significant differences and the 
condition of skin and circulation to a lesser extent. 
Functional abilities, such as performing certain tasks, show 
significant differences. For instance the ability to bath 
themselves and take care of their oral hygiene seem to be 
most significant and the ability to feed themselves less so. 
Mobility, which seems otherwise to be an influential factor, 
does not appear to be significant in relation to outcome groups. 
Continence: (Table 27) 
This table shows that 86.5% of all patients who got better 
were fully continent and the remaining 13.5% had occasional 
incontinence. Total continence was considerably lower in 
the other groups. 
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Of those who died in hospital a total of 24% were either 
singly or doubly incontinent and of those who died at home 
50% were incontinent in varying degrees. 
Pressure Areas: (Table 28) 
The difference in the condition of pressure areas is even 
more marked, though there were no scores for deep pressure 
sores. Only 50% of those who died at home and 24 who died 
in hospital had pressure sores compared with an average of 
5% in the other group. The group who got worse had a lower 
number in the normal skin category on the initial assessment. 
Condition of Skin and Circulation: (Tables 29 and 30) 
Skin condition and circulation were assessed by the texture 
and colour of skin and the significant difference occured 
between the patients who died and the remaining groups. 
Once more the difference occurred in the first category of 
"Normal skin" were 30% of patients in the first three groups 
compared to 7% in the groups who died had normal skin. As 
far as circulation was concerned 17% in the first three 
groups compared to 44% in the other groups had either cyanosed 
or severely cyanosed skin. The conclusion could be drawn 
from these group differences that patients who are incontinent, 
have pressure sores and a poor skin, which may show signs of 
cynosis, are less likely to recover or survive. 
Bathing: (Table 31) 
The ability to bath generally has a high disability score 
(2.9). The overall score of people being able to bath 
themselves is 25% - however, the distribution of those 25% 
is higher in the groups who either got better or remained the 
same, with 34.2% and 32.3% respectively. 50% of patients who 
died at home were unable to bath themselves, and 46% of 
patients in the group of people who died in hospital needed 
either extensive help or were unable to bath themselves. 
Oral Hygiene: (Table 32) 
Similar scores to bathing were found. Only 50% and 60% 
respectively in the groups who died in hospital and at home 
were able to manage. This was much lower than in the remaining 
groups, especially in the group of people who got better where i, 
93.6% performed this task adequately. 
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Taking Meals: (Table 33) 
The ability to feed themselves was significant where the 
groups were analysed in terms of those who died and those who 
survived. Only 39% of those who died were able to perform 
this task compared to 69% of those who survived. This ratio 
was perpetuated in the group who needed some supervision with 
19.4% : 35.8%. The group who was unable to perform this task 
at all was relatively small. 
ii. Emotional Functions. 
In total 14 emotional functions were assessed and it seems 
that the significant differences in the Outcome Event occurred 
in the state of memory and to a lesser degree in state of 
awareness or depression. 
Memory: (Tabl e 34) 
Memory has an overall mean score of 1.7 which., in itself, seems 
a high degree of normal function. 
However, on examination of the individual categories and 
related to the outcome group, it can be seen that Category I, 
Full retention of memory, has an overall inclusion of 46.9% 
of the sample, which is represented by 61.3% of patients who 
got better and 36.8% down to 32% of patients who got worse 
or died. This order was reversed in the following categories, 
which seems to suggest that the poorer the memory the poorer 
the outcome. 
Level of Depression and State of Awareness: (Table 35 and 36) 
These two functions are less significant in the differences 
between group and could, in fact, be accepted at the 1% level. 
It is, however, the practice in this project to assume that 
there are differences under the 5% probability level. 
In levels of depression the difference seems to occur between 
the group of people. who died and those who survived. 45.8% of 
those who survived compared to 20% of those who died felt no 
depression. Depression was much more evident in the group who 
died compared to the rest. 
The same ratios seem to apply to the state of awareness where 
a considerably larger percentage of patients who died had been 
confused. 
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iii. Social Functions. 
In total 13 social functions were assessed which were sub- 
divided into three groups. Those of personal social functions, 
those relating to task performance and those of a general 
household nature. 
The individual function variables which seemed to be 
responsible for the significant differences were the ability 
to carry out general household duties, such as cleaning and 
dusting and ability to prepare food. Both these functions 
had a high disability rating which suggests that very few 
patients were able to cope with these tasks. 
Preparation of Food: (Table 37) 
The preparation of food seems to be performed only by 24.5% 
of the total sample; however, the larger proportion of this 
percentage is represented in the group who survived. It 
seems that only 13.5% of those who died had been able to 
perform the task, 61.5% had been unable and 25% had needed 
help, whereas only 38.2% of survivors were totally unable to 
do this. 
Household Duties: (Table 38) 
Very much the same distribution as in the above variable had 
occurred in the ability to perform household duties. The 
interesting distribution lies in the first four categories 
where performance becomes progressively worse as the outcome 
categories deteriorate. This ranges from 14% in the group 
who got better and were able to carry out these duties to 0% 
in the group who died in hospital. This does not apply to the 
group who died at home which could be explained by the 
assumption that a number who were reasonably independent 
suffered sudden death. 
7.4. In conclusion it seems that, of those who survived, half show some 
improvement, just under a quarter remain the same, and over one 
quarter deteriorate. This outcome has the effect of slightly 
improving the overall function scores. It also seems that not all 
of the most disabling functions are significantly influential in 
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relation to the outcome which is demonstrated by the mobility 
function. It appears that a combination of poor general health 
which is manifested in the appearance of pressure sores, incontinence, i 
poor memory and depression, confi med by the patients' despondence 
in relation to their future, are the most influential factors in 
relation to the degree of recovery. 
CHAPTER VIII 
PATIENT PROFILE RELATED CARE 
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CHAPTER VIII 
PATIENT PROFILE RELATED CARE 
8. This section examines whether or not there are significant links 
between the way the nurse identifies problems and, the kind of 
nursing care she decides on, and the kind of goals she sets in 
relation to patients' own expectations. 
PROBLEM RELATED NURSING CARE 
Problems were classified by means of content analysis into a number 
of categories, such as medical diagnosis, task disability, health 
symptoms, social conditions and old age. 
Nursing care was classified into general nursing care, skilled, 
basic and support. 
Both groups of variables were fully discussed in the Community 
Nursing Care chapter. (Table 39). 
The main question here is whether or not nurses base their decision 
for certain types of care on identification of problem categories. 
Table 40 shows that 43.5% of patients were identified by one problem 
category of problems, the largest of which were labelled by medical 
diagnosis. A further 41% were identified by two problem categories, 
medical diagnosis and health symptoms. 13% identified three 
categories mostly adding a social element. As far as nursing care 
prescription was concerned 61% of patients were said to need one 
type of care, skilled care 28.5% (57), basic care 14% (28) and 
general nursing care 13.5% (27). 
It is interesting to note that 80% of those who were identified by 
one type of problem were also prescribed one type of nursing care. 
As a number of problems identified increased the care regime became 
more diversified. For example of those patients who were categorised 
in three different problem groups, over 50% were also placed into 
more than one nursing care category. Thus a patient who was 
identified by medical diagnosis as well as symptoms and disability 
were said to need basic care and support, or skilled and basic care. 
This, of course, does not mean that patients who were identified 
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with one care category, such as skilled nursing care, did not 
receive care classified in other care categories, such as support. 
It seems to suggest, however, that the nurse had not thought of 
identifying it as an important component in her care plan. 
It appears that when more detailed problem identification occurs 
a greater range of nursing care is planned. The most dominant type 
of problem recognition is in terms of medical diagnosis and, to a 
lesser extent, health symptoms, but there is no significant 
difference of nursing care allocation between the problem categories. 
8.2. NURSING WORKLOAD 
Nursing care workload in relation to patients perceived needs is 
compounded by a complex set of inter-related components. Nursing 
workload components could, for example, be measured in terms of 
care prescription as identified by the nurse, such as type of 
nursing activity, reasons for performing these, and the patient's 
state of dependency. 
Workload measured in terms of time to perform a certain activity 
or set of activities was carried out in Stage I of this project 
(Poulton 1977). Table 41 shows the average amount of time taken 
by a nurse to carry out visits demanding certain activities. For 
example, general nursing care visits which encompass a set of 
activities such as giving a bath, treating pressure areas and 
perhaps changing an incontinent patient, took on average 27 minutes. 
It would therefore be reasonable to consider half an hour to be 
necessary for such a visit. 
Specific procedures, such as dressings, catheterisation or enema 
took approximately 19 minutes, whereas basic nursing care procedures, 
such as bathing or toileting, needed around 20 minutes. 
Visits classified as support 16 minutes and supervision of 
medication or injections were carried out in about 13 minutes. This 
variation in times show that there are differing demands on the 
nurse's time according to type of activity and, in addition to the 
frequency of visit, a time element can be added to realistically 
weight the workload. 
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In Stage I no attempt was made to elicit the interaction between 
nursing care input in terms of WORKLOAD, the patient's health status 
profile and perceived needs. Information gained in Stage I regards 
timing of visits will, however, be used in calculating workload in 
relation to patient profile in this research. 
During the interview with the nurse at the onset of care, frequency 
and type of nursing care visits were established as well as care 
planning information. The frequency of visits and the grade of 
nurse making the visit was previously discussed and it could be 
seen that patients requiring more frequent visits were mainly cared 
for by trained nurses. Those requiring weekly visits were mostly 
tended by Nursing Auxiliaries. 
The following analyses examine nurses' work from two aspects in 
order to establish whether or not certain patient profiled indicies 
are influential in determining workload decisions. 
a) Frequency of visits in relation to patient's dependency, 
medical diagnosis, and social factors. 
b) Workload in terms of frequency compounded with a time factor 
based on activity, creating a work index which will be compared 
with patient profile data. 
8.2.1. Frequency of Nursing Visits to Individual Patient. (Table 42) 
A combination of seven different visiting patterns was established 
which were ranked into a progressive scale of seven groups. - 
Double visits on a daily basis was the most frequent input, 
which required one trained nurse and one other nurse. Only 
a small number, 5.5%, needed visits of that intensity and 
frequency. 
ii. Daily visit by a trained nurse, usually the home nursing 
sister herself, and in addition one weekly visit by another 
nurse. This normally happened when patients required some 
skilled nursing care, such as an injection or dressing on a 
daily basis and a bath once a week; or perhaps washing and 
dressing daily and a bath weekly. Once again this number 
was small and amounted to 6% of the total. 
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iii. 28.5% of patients required daily visits and this constituted 
the highest category. These patients needed a nurse for 
numerous reasons which will be examined in detail at a later 
stage. 
iv. Alternate days and one weekly visit. These patients needed 
visits on alternate days by a trained nurse. In addition 
they required help with bathing on a weekly basis, for example, 
or perhaps basic care on alternate days to help the relatives 
cope. In all 6% came under this care group. 
v. Alternate days. These visits were usually by a trained nurse 
for a variety of reasons and constituted 21% of the total. 
vi. Weekly visits. These visits made by a Home Nursing Sister 
constituted 11.5%, a relatively small proportion compared 
to her daily and alternate visits. These are mostly basic 
care or supervisory requirements of a less intense nature, 
which are usually delegated to her team. 
vii. Weekly visits by trained and auxiliary nurses. These are 
mostly basic care visits, such as bathing and supervising 
which have been delegated by the Home Nursing Sister to her 
team and constitute 21.5%. This forms a sizeable proportion 
of the total commitment. 
It can be seen that the frequency of visits therefore ranges from 
daily double nursing to weekly or less visits. Some categories, 
such as double input or a combination of two frequencies are small 
whereas the straightforward categories of daily, alternate days and 
weekly visits constitute the most usual practice. For that reason 
some of the analyses examining variance or differences were based 
on combining some of the smaller categories with the nearest large 
group creating four major categories as follows: - 
Category I. - Highest frequency containing: - 
i. Double daily visits and 
ii. Daily and one weekly visit. 
11.5% (23 patients) 
Category II. -iii. Daily visits only. 28.5% (57 patients) 
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Category III - iv. Alternate days and weekly visit and 
V. Alternate days only 27% (54 patients) 
Category IV. - vi. Weekly visits and 
vii. Weekly or less visits by all grades of 
staff constituting 33% (66 patients) 
Frequency of visits have been examined in both the seven and four 
amalgamated categories. 
8.2.2. Workload Index. 
This index of workload is compounded by multiplying the frequency 
of visits with a time factor, to estimate the average time given 
to each patient per week. The time factor used is the average time 
taken by specific nursing visits established in Stage I. - Poulton 77. 
(Table 41). 
The scale created by this method is a more realistic workload 
measurement in terms of time needed to care for patients, and it 
can be seen that the sequence of progression has altered considerably 
compared to the frequency unit. For example, patients visited for 
medication supervision on a daily basis take less time than a 
general nursing care visit which may only be needed every other day. 
This scale shows that on average the nurse spends 1 hour and 17 
minutes per week with each patient. The range, however, is from as 
little as 13 minutes to as much as 4 hours and 26 minutes per week. 
Table 43 shows that Attached and Aligned nurses have a similar time 
distribution for each patient which suggests that there is no 
difference in the way nurses organise their time distribution. 
This if further confirmed by the frequency of visits distribution 
between Attached and Aligned nurses which is also similar to each 
other. 
8.3. WORKLOAD RELATED TO PATIENT PROFILE 
Patient needs were examined in relation to both frequency of nursing 
visits as well as the time related workload index in order to 
isolate dependency factors influential in determining the care 
profile. 
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8.3.1. Social Conditions. 
i. Environment (Tables 43 and 44). 
A common belief is that frequency of nursing visits may be 
influenced by environmental factors, such as patients living 
alone or the availability of social services and voluntary 
agencies. However, it seems that this alone did not 
significantly influence the balance. It shows that there 
is an even distribution of nursing time as well as frequency 
of nursing visits per week between those who live alone and 
those who live in multi-occupation households. It could not, 
therefore, be said that the more frequent visits are made 
purely because the patient lived alone. - 
ii. Age (Tables 45 and 46). 
The age of the patient was thought to perhaps influence the 
frequency of nursing visits, in the belief that, as patients 
become older the dependency on nursing services may increase. 
It has already been established that there is no correlation 
between the age scale and the functional dependency scale 
used in this research which suggests that age is not 
responsible for influencing functional dependency in this 
group of patients. 
It is interesting to note that the average age of patients 
living alone is 80 years old compared to the group living 
in multi-occupation households which is 76 years. This 
constitutes a significant difference. Furthermore, the 
patients living alone have a slightly lower physical function 
score than those living with others which suggests that those 
living in multi-occupation households are more dependent 
assuming that patients living with others can remain at home 
to a greater degree of dependency. 
iii. Social Services (Table 47). 
Social Services are provided in the form of Meals on Wheels, 
Home Help, Incontinent Laundry Service, Chiropody and home 
loan of aids and equipment. In addition to the statutory 
services, Neighbourhood Voluntary Agents can provide a 
hPIninm h;; nri 
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The largest contribution to patient service is made by the 
Home Help Service. 54.5% of patients in this study received 
home help and 37.5% Meals on Wheels. 31% received the 
services of a chiropodist, 25% Home Loan Equipment, and 
11.5% Incontinent Laundry Service. 
These services were compared to nursing time spent to examine 
whether or not there was a stronger representation of 
services in various nursing time categories. 
It shows that there is no progressive relationship between 
social services provided and nursing time. The only noticeable 
factor is the supply of incontinence laundry, which is twice 
the average (22%) in the group which requires most nursing 
time (2-4 hours). 
8.3.2. Functional Dependency. 
Functional dependency factors were examined in order to determine 
whether some functional factors were more influential in determining 
frequency as well as the amount of time spent giving nursing care. 
It seems that frequency of nursing visits are influenced by mobility, 
the ability to bath and dress themselves and the condition of the 
skin. 
These factors are also confi med in the amount of nursing time spent 
per week, as well as continence, the ability to feed themselves, 
communication and the ability to prepare their own food. 
i. Mobility. (Tables 48 a and b). 
The mobility function has one of the highest mean score of 
disablement (2.9). In fact 50% of all patients had a 
severe problem. Over 10% were mainly bedfast and 40% could 
only move with aids and under supervision. The greatest 
impact on frequency and nursing time is made by the small 
group of 10.5% who are mainly bedfast. 35% of all daily, 
plus weekly visits are made to group in Category 5. This 
is reflected in nursing time spent where 39% of all patients 
receiving more than two hours of nursing care per week, are 
in this category. 
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These circumstances are reversed for patients who are 
totally mobile where only 13% of patients receiving daily 
and weekly visits, and 18% receiving more than two hours' 
nursing care, fall into Category I. 
The interesting point to note with this function is 
Category 4 which contains the group of people who cannot 
get about without aid and supervision. The distribution 
of the frequency as well as total nursing time given per 
week is fairly even which suggests that provided the patient 
can move at all the nursing workload is not significantly 
influenced. 
ii. Bathing (Tables 49 a and b). 
The ability to bath themselves had the same high mean score 
of 2.9 as mobility and once again it has a significant 
influence on the frequency as well as nursing care time given. 
Once more, of those patients who received a daily, plus a 
weekly visit, 44% were unable to help themselves, and a bed 
bath was given; this was also reflected by nursing time where 
46% of those receiving more than two hours' care per week 
were totally incapable of bathing themselves. On the opposite 
end of the scale 44% of all those patients receiving between 
j and I hour care per week were able to bath themselves 
without help. 
iii. Dressing (Tables 50 a and b). 
The ability to dress themselves had a rather better mean 
score of 1.9 which suggests that only a small percentage of 
patients were completely unable to perform this function. 
Over 50% were able to dress themselves satisfactorily. Of 
all those who needed help the significant difference occurred 
in that group who had to be visited daily and more frequently; 
this was even more prominently confi med by nursing time 
where 31% of all those who received more than two hours per 
week came into this category. 
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iv. Skin Condition (Tables 51 a and b). 
Condition of skin which was assessed in terms of texture 
and colour had a very high mean score of 3.0 mainly made 
up from those patients who had broken skin. It contained 
all patients with leg ulcers, open pressure sores and other 
surgical wounds. This group amounted to 36% of the total 
sample and the largest proportion were visited either daily 
or on alternate days. 47% of all those visited daily had 
broken skin and of all those visited on alternate days 40% 
came into this category. 
However, this was not reflected in proportion by nursing 
time as 47% of all those receiving 1-2 hours per week came 
into Category 5 and 39% of those needing j hour to 1 hour. 
This could be explained by the fact that half of those 
patients represented in Category 5 suffered from leg ulcers 
and received a minimum of skilled care perhaps twice a week 
in the form of an ulcer dressing. However, this assumption 
will be further discussed at a later stage. 
v. Ability to Feed Themselves (Table 52). 
The mean score in this function was somewhat better 1.6 
which suggests that most patients were able to feed 
themselves. Only 15% needed some or constant help with 
this task. 
There was no significant difference between the categories 
which influenced frequency of visits but there was evidence 
that the total amount of nursing time spent was different 
between the more disabled and able group. Of those patients 
who received more than two hours nursing care per week 15% 
needed some supervision and a further 25% needed extensive 
supervision - this was much more in proportion to the groups 
receiving less nursing time per week. 
vi. Incontinence (Table 53). 
Although the overall mean score was 1.5, only 72% of patients 
were fully continent, 17% suffered from some incontinence 
and the remaining 11% had varying degrees of incontinence. 
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Frequency of nursing visits in relation to this function was 
not significant. However, the amount of time given was 
noticeably different. 
It seems that, of those patients who receive less than j 
an hour's care, , only 67% were continent, which is less than 
the overall average. This is offset by the group of people 
who suffer from occasional incontinence (30%). These are 
the people who are expected to manage on their own and 
receive help once a week in the form of a bath. The remaining 
12% in that group who receive only j hour nursing time are 
severely incontient but, once more, on examination these 
people live with relatives and have the benefit of a constant 
carer. 
The remaining categories are progressive. The more severely 
incontinent the patient the more nursing time is given. 
vii. Communication (Table 54). 
This seems to be the only category in the emotional group 
of functions which shows significant differences in relation 
to the amount of nursing time spent. Although, once more, 
the category where less than j hour is spent per week is 
atypical compared to the remaining categories which are of 
the progressive nature. In the first group only 45% are 
fully communicative, the remaining 55% somewhat less 
communicative. 
All other groups follow the pattern of progression which 
suggests that the less communicative the patient the more 
nursing time is given. 
viii. Preparation of Food (Table 55). 
25% of all patients are able to prepare their food. The 
majority can be found in the group who receive the least 
nursing time. 30% and 38% receive less than J hour to 1 
hour nursing time respectively. 
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In the remaining two groups of 1-2 hours and 2-4 hours 
nursing time only 18% and 9% respectively could prepare 
their own food. In fact, 64% of those who were totally 
unable to prepare their food received between two and 
four hours' care, so it seems that certainly more time 
is needed for these patients. 
In summary it appears that there are certain disabilities responsible 
for determining the kind of nursing tasks which, in turn, influence 
the frequency as well as the amount of nursing time. 
The most important issue to be considered in relation to nursing 
time and patient dependency factor is the additional constant help 
of other household members. 
It seems quite clear that even very highly physically dependent 
patients can remain at home and receive relatively little nursing 
time (less than j hour per week) provided they live in a multi- 
occupation household and have the additional help from resident 
carers. 
8.4. MEDICAL DIAGNOSIS/NURSING CARE PRESCRIPTION. (Tables 56,57 and 58). 
Medical diagnosis in itself might be interpreted as having an 
influence on workload, not necessarily as a result of diagnosis 
but because nurses tend to identify problems in terms of a medical 
model and hence prescribe nursing care according to it. 
Diagnosis. 
In all, 32 different medical diagnoses were identified by the nurses 
but, of those, only ten diagnoses occurred more than six times. 
All others occurred less frequently. 
All diagnostic categories were examined but, for the purpose of 
this analysis, the ten most frequent categories only were set out: 
i. Leg Ulcers. (Table 56). 
Patients with leg ulcers formed the single largest group and 
the Table shows quite clearly that almost all patients 
suffering from leg ulcers received nursing care in the form 
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of a dressing, thus a patient who has her leg dressing 
changed twice a week would require about 40 minutes nursing 
time per week. 
ii. Arthritis. 
The next largest group of patients were those suffering from 
arthritis. 50% of patients suffering from arthritis needed 
help with washing, bathing, and dressing, and a further 25% 
received care described as general nursing care. Only a 
relatively small proportion received skilled nursing care. 
This had certain workload implications which might usefully 
be taken into consideration when work is planned. 
iii. Senility. 
This diagnosis covered a multitude of physical as well as 
mental symptoms but the most overriding factor was the 
confusional state of the patient. 14 patients had this 
diagnosis and 64% needed general nursing care and a further 
21% needed help with other basic tasks. 
This, in fact, constituted a heavily dependent group, although 
not many lived alone and thus had other carers available. 
iv. Cancer. 
Thirteen patients came into this group, half received general 
nursing care, the others had either a dressing or other forms 
of skilled care. 
This constituted quite a mixed care group which is under- 
standable as the patients were at different stages of the 
illness. 
v. Cardiac Conditions. 
This condition usually described patients with chronic cardiac 
problems demonstrating symptoms mostly expressed as breath- 
lessness and poor circulation. 
Over 63% received general nursing care and a further 18% 
needed supervision with medication or injections. 
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vi. Cerebral Vascular Accidents and Incontinence. 
This group included ten patients of whom most were well 
known to the District Nursing Service. Half received 
general nursing care, a further 20% basic care and the 
remaining 30% other forms of skilled care. 
vii. Skin Infections and Local Lesions. 
Shingles was included in this group. They mainly required 
dressings and other forms of skilled care. 
All other groups were small in number and it would be 
misleading to make any assumptions. It seems, however, 
that nurses recognise medical diagnosis as a legitimate 
identifier of care which would re-enforce Kratz observation 
of focused care. 
8.4.2. Nursing Care Prescription (Tables 59 and 60). 
The next two tables examine Nursing Care Prescription in terms of 
frequency of visits as well as actual time spent. 
General Nursing Care. 
These tables show there is an even distribution of general 
nursing care activities in terms of frequency. However, in 
terms of actual time almost 50% of all patients receiving 
general nursing care take 2 to 3 hours nursing time per week, 
and a further 15% take up to 4 hours per week. 
This group included 29% of patients and constituted a heavy 
nursing workload. 
ii. Basic Care. 
This includes bathing, dressing, washing, toileting. 17% of 
patients come into this group of whom the majority received 
less than two hours nursing time per week, 38% receiving less 
than J hour per week, generally on a weekly basis. 
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iii. Skilled Nursing Tasks. 
This includes dressings, eye-drops, catherisation and is the 
largest single group (36.5%). Apart from one patient, less 
than two hours per week per patient is spend in performing 
these tasks. The most frequent occurrences were between 
j and 1 hour (40%) and 1-2 hours (41%). 
The majority of dressings were daily or on alternate days 
whereas other skilled tasks were mostly on alternate days or 
weekly. 
iv. Medication and Support. 
The actual time spent with patients is similar to that of 
skilled tasks, mostly from j hour to 2 hours. However, 
medication visits were mainly on a daily or alternate day 
basis whereas support visits occurred at less frequent 
intervals. 
8.5. DEPENDENCY PROFILE 
Throughout the entire study certain functions necessary for daily 
living have been highlighted in relation to medical factors, work- 
load and outcome criteria. 
The most significant functions affecting these factors are mobility, 
continence, state of pressure areas and skin. They have profound 
effects on performance, and the execution of basic tasks such as 
bathing, washing, and moving about in order to prepare food. 
The influence of psychological factors have been more difficult to 
establish. The identification of different degrees of psychological 
impairment is more diffuse. Nurses seem unacquainted with having 
to express levels of psychological symptoms in terms of severity, 
with one exception. Nurses were quite definite in rating confusional 
states and memory. 
Social factors as measures of dependency were also difficult to 
assess, since the majority of patients were too disabled to look 
after their own social needs. 
I 
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8.6. WORKLOAD ESTIMATION (Tablqs 61 a and b). 
Nurses were asked at the onset of care to assess the workload in 
terms of light, medium, or heavy involvement. This estimate was 
compared with the actual involvement. Nurses anticipated that 
54% of their workload would be of medium involvement, 37% light 
and 9% heavy. 
In the event this estimate was significantly different from that 
of frequency of visits as well as the amount of time spent with 
patients. 
Nurses estimated medium work involvement in 50% of cases. However, 
50% of patients only received up to one hour of nursing time which 
seems low for medium involvement. On the other hand 40% of patients 
had a daily visit. This suggests that nurses do not rate their 
involvement in terms of frequency of visit or amount of time spent. 
On comparison of anticipated workload with care identification 
there is some correlation. Nurses rate patients who require general 
nursing care as heavy involvement irrespective of the number of 
visits per week. Conversely, patients who require a daily injection 
are rated as light involvement although the total time per week 
spent with that type of patient is generally greater than with a 
person receiving general nursing care once a week. From this the 
assumption can be made that district nurses using these parameters 
are unable to define a realistic workload. 
8.7. CONCLUSIONS 
It seems that nurses conceptualise their nursing care in relation 
to a medical model and prescribe care in terms of nursing tasks. 
There is little evidence that they assess patients from a social 
point and include social care as an aspect of their total nursing 
involvement. 
The objectives nurses set are expressed in medical terms rather 
than the achievement of social skills needed for the enhancement 
of daily living. 
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Although nursing prescription, which determines nursing workload, 
is largely based on the medical model, it is obvious that a number 
of function factors are influential in directing the amount of 
nursing time. 
The most influential factors are mobility, continence, state of 
pressure areas, the ability to bath and dress, state of awareness, 
depression and the ability to prepare food. 
This is not to say that other factors do not have an influence on 
nursing care, but they are of an individual nature and not 
generally significant. 
CHAPTER IX 
DISCUSSION AND CONCLUSIONS 
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CHAPTER IX 
DISCUSSION AND CONCLUSIONS 
The initiation of this research was the result of concern expressed 
by health service professionals and consumer representatives alike 
for adequate care of the infirm elderly population living in the 
community in this district. A search for practical solutions in 
this field coupled with a thorough examination of the methods used 
and results obtained led to the adoption of the approach 
described here. The results of time consuming fieldwork relating 
to patients, district nurses and general practitioners were analysed 
with the help of the statistical package for social sciences (SPSS). 
In keeping with this research feedback from the district played an 
important role. A number of major issues were examined in some 
detail. 
Probably the most important single factor in a person's daily life 
is that of independence. When health is impaired, the ability to 
execute functions necessary for daily living may become difficult 
or even impossible. District nurses play a considerable part in 
enabljng the person in need of care to achieve maximum independence 
in order to enhance the quality of their lives. 
The research examines the perception of needs of patients and their 
carers (in this case the district nurse) and how these needs were 
translated into care in order to achieve the goal. The extent to 
which a union of perceived goals are achieved is a crucial issue 
in planning future health care for this group. 
The scope of this research was limited to the exploration of the 
perceived needs of patients referred to the district nurse for 
care and did not attempt to incorporate those who might have 
needed care had they made contact with the General Practitioner 
or other health care worker. 
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The following discussion is set against a scene of the social 
and health profile as perceived by patients over the age of 65 
and the district nurses caring for them and the translation of 
these perceptions into care and effects. 
PATIENT PROFILE 
SOCIAL ASPECTS 
Patients admitted to the nurses' caseload came from a wide spectrum 
of backgrounds. Some were obviously well provided for and lived 
in financial comfort, whereas others lived in poor conditions and 
squalor. The majority, however, came from a middle class working 
environment, such as retired teachers, office workers and traders. 
All but two patients were caucasians and had lived in the locality 
for many years. The immigrant population constitutes 13% of this 
district and the reason for not taking up the District Nursing 
Service could be twofold. One, the immigrant population is in 
proportion younger than the long-standing residents and, two, the 
family structure could be more self-supporting in the immigrant 
community. 40% of the patients lived on their own in either 
houses or flats in which they had lived for many years and a 
small number lived in warden supervised flatlets. Patients in 
multi-occupation households lived mostly with an elderly spouse 
or relative and a few with their offspring. 
One of the most noticeable features of their lives, which a great 
number had in common, was that most were housebound. This was 
not immediately apparent as some seemed quite able to move about. 
This often applied to the elderly relative as well which suggests 
that these people were incapsulated in a world of their own with 
very little human contact. The need for contact became apparent 
to the researcher in that it became very difficult to terminate 
the interview. 
The reasons for this isolation were many, not least of all the 
physical constraint. There were, however, a number of other 
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factors which contributed to this. A number of patients were 
afraid to go out. This occurred mainly with patients who had 
leg ulcers and were afraid of being knocked by shopping trolleys. 
Some were afraid of the traffic and the distance to the shops. 
Some roads which they had known to be peaceful had become 
impassable for pedestrians. Other patients were simply not 
used to going out any longer as they had not done this for years. 
Probably most were quite happy to stay in, the physical deterrent 
in that case was relatively small and perhaps some patients could 
be encouraged through a suitable incentive to leave the house. 
The group of patients who lived in a multi-occupation household 
were on the average more disabled and dependent on others, but 
the provision of meals on wheels and Home Helps was equally 
distributed amongst those who live alone and those who live with 
others. This suggests that they often lived with other elderly 
relatives who were also incapacitated and unable to perform a 
number of essential tasks. 
The most prominent problems with which the elderly sick person 
seems to have to cope are those of isolation-and hardship. 
Cresswell and Pasker (1972), Cartwright and Anderson (1973) and 
. Isaacs (1976) came to similar conclusions. It seems that some 
thought needs to be given to finding ways in which people could 
be helped to do their own shopping and therefore get the opportunity 
to meet other folk. The problem of putting up with hardship is 
of extreme complex nature as this is often coupled with the image 
of shame, degradation and charity and requiring the most delicate 
approach. This, in fact, supports the claim that independence is 
a most important issue in a person's life. 
HEALTH ASPECTS 
The patients' health was assessed as perceived by the patients 
and the district nurses caring for them. 
The health profile was obtained by rating individual body functions 
and the ability to execute tasks, as well as in terms of perception 
of well being and the possible achievements of improved health. 
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In terms of assessing physical functions and emotional well being 
of the individual in general there were relatively few 
incongruities between the nurses and patients' perception of 
state (correlation r=0.82)., This seems to suggest that there 
is common recognition in establishing the appropriate baseline 
for the functional state of the person. Far less correlation was 
achieved when functional indicies were interpreted in terms of 
actual problem identification, needs and goal expectations. As 
these are important links in determining their influence they 
will be examined in conjunction with nursing care planning. 
Functions were analysed individually as well as collectively, 
but by far the most meaningful insight was gained from individual 
interpretation, such as degree of mobility, continence, and the 
state of pressure areas (Tables 7-12). One of the most disabling 
functions was loss of mobility. 40% had very limited mobility 
and a further 10% were totally bedfast. This inability to be 
mobile had a number of effects e. g. the danger of developing 
pressure sores. This was one of the major concerns and indeed 
sores were mostly present in the group who were bed bound. 
However, it was interesting to note that immobility alone did 
not necessarily command higher demands on nursing time. 
Breathlessness, which was often coupled with chronic cardiac 
failure also had a number of effects on other functional 
performances necessary in daily life. Barr (1967) in his early 
work, Ryse Hearne (1979) and Reid (1980) considered the 
influence of locomotive and specific internal impairments to 
have significant influence on the extent to which nursing care 
is given. In this study I found that the impairment of essential 
activities, such as mobility, self care and household tasks were 
not proportionally influential in determining the level of care 
and dependency on the nurse. This could be explained, at least 
in part, by the complex network of support provided by the 
community in terms of family, social and voluntary services. 
This theory is also supported by Cresswell and Pasker who suggest 
that people would put up with a lot of hardship which would be 
quite unacceptable in institutional surroundings. 
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Age surprisingly did not seem by itself to be influential in the 
progrestive state of disabling functions. This is not to say 
that age does not take its toll, as it is interesting to note 
that the group of people living alone have a higher average 
age (R = 80 years) than those living with others (R = 76) 
and are less disabled than those living with others. This 
suggests two things, firstly the people living alone can remain 
only in the community to that age because they are still able to 
perform essential functions and require minimum nursing care, 
and, secondly, that persons living with others can remain at 
home to a higher level of dependence than their counterpart 
living alone. 
The assessment of patients nursing needs includes functional 
indicies but curiously is then translated into medical nomenclature. 
Nurses base their prescription of nursing care on cause, symptoms 
and cure. This is quite different from the patients' perception 
of need who interpreted their state of health or illness in terms 
of disability and the effect this had on their life. One of 
the most dominant feelings about their infi mity was that of loss 
of dignity and independence. 
As the majority of patients which the district nurse cares for 
are elderly and suffer from multiple problems of a non-specific 
nature, it could be argued that the nurses' approach to care 
identification is no longer adequate. This may, however, well 
be the result of the way in which she has been trained, in which 
the emphasis is on illness. Nurses receive their basic training 
in hospitals where curative medicine is the predominant factor. 
They recognise the medical model and how to satisfy its components. 
This would support the theory expressed by Kratz (1978) who 
observed that nurses give focused care in recognised situations 
and diffuse care, enacted in role playing, in unfamiliar 
situations. This is re-enforced by the fact that nurses' and 
patients' perception of physical and, to a lesser extent, emotional 
indicies are highly correlated, but that there is a fundamental 
difference between the parties in the way in which these are 
translated into needs and subsequent actions in order to satisfy 
these needs. This difference becomes apparent on the examination 
of nursing care prescriptions. 
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9.2. NURSING CARE 
Nurses were asked whether of not they planned care for the 
individual patient. There was a unanimous response to this. 
However, when they were questioned about the care they gave to 
the patients and the kind of goals and objectives they had, it 
became apparent that their interpretation of planning bore no 
relation to the planned care discussed in the nursing process 
(Crow, 1977). The goals seemed to be very real issues but 
often related to the curative medical model and took no account 
of the social goals and problems which were fundamental in the 
approach to solving the problem. Nurses were occupied in 
defining nursing care in terms of solving medical problems and 
thereby hoping to achieve independence for the patient. For 
example, nurses expressed the problems in terms of medical 
diagnosis and aimed at curative or palliative achievements 
couched in medical terms. From the interview, however, where 
nurses were encouraged to talk about the patient it became 
clear that nurses knew a lot more about the patient than the 
part they considered to be their responsibility. 
They were able to give an account of the patients' circumstances 
which was confi med by the interview held with the patient. The 
interesting phenomena was, though, that nurses did not recognise 
the importance of this knowledge in dealing comprehensively 
with all aspects of the patients' problems. This informal 
recognition did not permit them to divert from the rigidly taught 
pattern of nursing tasks prescribed. It seems that they did not 
feel responsible for social aspects affecting the overall welfare 
of the patient. 67% of patients agreed with the stated goal 
nurses had set for them (Table 21). These were mostly in cases 
where improvement of the patient's condition was expected which 
suggests that it is relatively easy to set optimistic goals but 
much more difficult when a more complex situation is to be 
considered. However much there seemed to be a common goal, the 
interpretation was made on two different plateaus. Nurses 
defined the problems and related goals in terms of medical 
debilities and took curative measures whereas the patients 
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focused on the discomfort and the disruption of independence of 
daily living. The discordance of arriving at a desired goal 
despite the perfectly legitimate intention can be demonstrated 
by the simple and frequent occurrence of dealing with patients 
suffering from leg ulcers. 16% of patients were treated for 
this complaint and nurses always verbalised their aim to be the 
healing of the ulcer. Only on one occasion a secondary aim was 
mentioned which happened to involve palliative measures in the 
case of congestive cardiac failure. Patients, although concerned 
with the healing of an ulcer often expressed fears which were 
much more disruptive to their lives. For example a number of 
patients just feared putting too much stress on their complaints 
and opted to endure unnecessary pain instead. These different 
aspects suggest that a simple medical diagnosis and its medical 
remedy is not sufficient. The situation appears to be much more 
complex and demands an analytical approach on a comprehensive 
scale, including medical and social factors. Diagnosis and 
treatment of disease are therefore totally insufficient in dealing 
with patients suffering from multiple problems. Horn (1976) came 
to the same conclusion when he suggested that medical diagnoses 
were too repetitious and that patients with different diseases 
had similar nursing problems. 
This approach is being supported by the use of conceptual models 
in nursing whereby selection and criteria development is based on 
the behaviour system model, Laros (1977) and Brewster (1978). 
This change, however, has significant implications for the 
education and post basic training of nurses, and constitute a 
major re-thinking programme for tutors and practitioners alike. 
As the nurse depends on and practices the skills she has been 
taught in her basic training (Kratz 1978) and organises her work 
within the constraints of the organisation and tradition of the 
nursing profession it seems that re-education by the evolution 
of a change in attitude throughout the hierarchy is of paramount 
importance. For example nurses rate the social needs of their 
patients as the least important activity and consider that they 
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have discharged their duty by requesting services through the 
Social Services Department. They do not feel that they can 
organise, nor do they think it to be their duty beyond requesting 
Meals on Wheels, Home Helps, and a limited range of Aids and 
Equipment. The Social Services also seem to work within their 
own constraints and operate according to a strictly prescribed 
pattern so it is not surprising that nurses make no attempt to 
diverge from this practice. It seems that the introduction of 
an analyttical approach to problem solving in the nursing process 
would highlight some of these neglected needs. Perhaps spelling 
out the complexity and individuality of the need for medical and 
social interactions would bring about some of the changes to 
suit the patient. This kind of approach will no doubt have 
significant implications in terms of the distribution of primary 
health care workload, particularly in the nursing workload. 
9.3. NURSING WORKLOAD 
To determine the nurse's workload is relatively easy when taken 
in isolation, as this can be measured in terms of time and levels 
of skill. This, in itself, however, is of little value as the 
real issue lies in the required workload to satisfy patient needs. 
This then becomes a complex network of inter-related components. 
There are no easy measures to quantify these in order to solve 
this equation. An attempt to evaluate and take into consideration 
perceived needs and present practice seems, however, a step 
towards defining some of the components of the equasion. 
Nurses' workload was measured in terms of the time and nursing 
prescription given to various patients within a set of medically 
defined, functionally dependent factors. These measures define 
the present workload in relation to patient's condition within 
the constraints of available time. 
The important factor is to determine what the needs are and how 
much nursing time it requires to satisfy these needs. 
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The salient factors which seem to influence the time distribution 
of the district nurse can be identified by medical diagnosis and 
functional capacity factors. Although medical diagnosis in 
itself is not a dependency factor, the number of effects it has 
on the patient's capability to be independent of nursing care 
seems to constitute a convenient umbrella term recognised by 
the nurse. 
For example patients suffering from senility or cardiac condition 
seem to require a higher proportion of complete general nursing 
care than any other group. However, based on capacity the real 
factors influencing the nurses' workload were the patient's loss 
of mobility, the ability or will to care for themselves and attend 
to their daily domestic needs. 
Workload was not affected by organisational structure, the amount 
of Social Services provided or the patient's age distribution. 
The findings seem to demonstrate that, with the exception of 
mobility, none of the other factors in isolation are sufficiently 
influential in determining the nurse's workload. It is more 
realistic to suggest that, if a number of factors are present 
and no other help is available, the workload is likely to be 
influenced. Hence, the factors which are influential in 
determining the nurses' workload are the nurses' interpretation 
of the patients' perceived needs in the form of a nursing 
diagnosis and the subsequently prescribed nursing intervention. 
The level of the workload will depend on how much self help and 
additional help is available, to enhance the patient's life. 
9.4. HEALTH STATUS OUTCOME 
The evaluation of the relationship between the activity of the 
nurse and the result of her effort, should be the focus of 
patient care evaluation. Bloch's model illustrates that the 
patient's knowledge, feelings, and health state are influenced 
by many factors, not least of all by the historical determinates 
which may govern the way of death. It is therefore more likely 
that any outcome criteria are the results of a complex network of 
organisational and historical determinates rather than the 
intervention of nursing care alone. 
1: 
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Final health care status in this research was measured in terms 
of functional factors as well as the patient's perception of 
satisfaction and the achievement of expected goals. The outcome 
event was determined at the point where nursing care ceased or 
one year after admission on the nurse's caseload. The reason for 
choosing a cut off point at the end of a year's care was determined 
by the traditional district nurse's interpretation of long term 
care. Patients who remained "on the books" for more than one year 
become an "indefinite care" patient. 
An Outcome Index was constructed by means of content analysis 
taking into consideration the patient's perception as an indi*cator,. 
as well as functional changes in physical, emotional, and social 
factors. The resulting categories were as follows: - 
38% (76) patients improved, constituting the largest single group 
in the sample. Although not all had been discharged within the 
sample period of one year. 35 patients, constituting 45% of that 
group, were discharged within six months. This suggests that 
patients not discharged within the first six months are likely to 
become a long term care patient. 
The expected goal of this group was achieved by 41 patients (54% of 
the group). This seems relatively low but when compared to the 
overall results of 34% and other outcome groups it is a good result. 
This is not altogether surpHsing as nurses are prepared to 
display optimism rather than accept a negative outcome. 
Other outcome groups were classified into those who remained the 
same (15.5%). 31 patients came into this category. Those who 
actually deteriorated, which constituted (23%) 46 patients, and 
those who died either at home or in hospital (23.5%) 47 patients. 
Two-thirds of that group died within six months of admission. Of 
the group who either showed no significant change in condition 
or got worse two-thirds remained on the nurses' caseload for over 
one year. Their goal expectations differed considerably from the 
actual achievement, or indeed from the nurse's stated expectations. 
This would support the theory that nurses are over optimistic in 
their concern to achieve the patients' well-being. 
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The overall functional dependency was higher in the group who died 
and seemed to be significantly emphasised by the presence of 
incontinence and pressure sores, as well as the loss of ability 
to care for themselves. Psychological factors, such as the loss 
of memory, level of awareness and depression also seemed more 
pronounced than in the remaining groups. 
Outcome of health status, it appears, does not manifest itself in 
the form of a neatly constructed progressive index, but rather in 
a clustering of factors, which need to be taken into consideration 
in the setting of goals and objectives. This seems to suggest 
that the way in which goals are set is unrealistic and diffuse. 
That they are not based on facts but optimistic intuition and 
conventions taking little account of the total problem. This is 
not to say that the outcome of patients could have been changed 
but by identifying problems prescribing care and setting and 
reviewing goals on an analytical basis, the available nursing 
time might have been more effectively used in terms of optimising 
the person's independence and therefore enchancing their quality 
of life. 
9.5. THEORETICAL MODEL OF PRIMARY CARE EVALUATION 
The research shows that patient care is reflected by multi- 
dimensional influences which require a multi-variate approach of 
analysis to primary care evaluation. It would be unrealistic to 
suggest that nursing care alone can be isolated and its effects 
evaluated in a care programme involving elderly patients suffering 
from a number of multiple health and social problems. However, 
it was feasible to measure influential components which contribute 
to the total effect of the patients' Social State. 
It seems that one of the most important factors in a person's 
existence is that of INDEPENDENCE. This is embodied in a complex 
network of social and anthropological factors. 
Bennett, Garrad & Halil (1970) in a survey of chronic disease and 
disability in the community, defined disability in functional 
terms as limitations of performance of activities essential to 
daily living, in such a way that the person is dependent on 
others and severity of disability is proportional to dependence. 
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From this discussion it seems evident that dependence on others 
is not necessarily governed by the degree of physical debility 
but by the way in which this is overcome. Therefore it is not 
so much a question, for example, of immobility but rather a 
question of how this can be overcome by care, motivation and 
aids. It seems reasonable to suggest that a patient's state 
should not only be assessed in terms of disability but capability 
and independence. 
The following model will demonstrate the process of primarl care 
monitoring and evaluation in terms of patient problems and 
disabilities, specific primary care intervention and resulting 
social independence. This model has been achieved by principal 
component analysis of the research daýa in order to determine 
influential characteristics which contribute to the independancy 
factor and Stacey's (1977) concept of "Health as a capacity". 
STEP 1*. COMPONENT IDENTIFICATION 
The pie-chart depicts the essential components of the evaluation 
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The components in the outer circles are determinates of the 
social state of independence and disability. It has four defined 
areas, each containing a number of factors. 
Personal characteristics form one area and contains such elements 
as Age, Sex, and Race. The number of elements could, of course, 
be extended but, for the purpose of this model, Age and Sex are 
probably the most relevant indicies. Environmental factors make 
up the second area, as housing and community support can be an 
influential determinate in a person's state. 
The part of the model which contains the problem identification 
and intervention sections refers specifically for the need to 
assess the total problem and initiate appropriate nursing medical 
and social action. 
STEP II. PATH ANALYSIS 
The level of influence of components on the state of independence_ 
is necessarily important in the planning and monitoring Of 
successful intervention. This can be tested by constructing a 
path analysis and measuring the proportion of influence 
contributory to outcome by multiple regression analysis. The 
following model of the path analysis has eight variables. 
Xl and X2 constitute personal characteristics such as age and 
sex, which seem*to be probably the strongest personal elements 
in the measurement of independence. 
X3, X4 and X5 are representatives of problems. These could be 
single variables or a newly created variable resulting from a 
number of factors, such as mobility and continence, or elements 
of self care, such as dressing, washing, feeding. 
X6 and X7 relate to intervention which could be nursing, Social, 
Medical or a combination. 
X8 is the measure of independence or satisfaction the person 
experiences and should be an indicative measure of the quality 
of life. 
PERSONAL CHARACTERISTICS 
CHARACTERISTICS 
xi 
x8 
As this model is based on a stepwise regression analysis the 
components can be tested with each new entry. 
STEP III. CONCEPTUAL MOOEL OF MONITORING EFFECTIVE INTERVENTION 
IN TERMS OF SOCIAL INDEPENDENCE AND DISABILITY' 
The following model translates the element of the path analysis 
into monitoring graphics: - 
100- 
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60- 
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PROBLEMS INTERVENTION HEALTH/SOCIAL 
STATUS 
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It depicts the elements required in order to influence the curve 
of independence. The object of this curve is to move towards 
the 100% target which will be an indicator of successful inter- 
vention and hence provide the carer with a monitoring tool. 
Disability in this case is seen as the Health/Illness factor in 
terms of disease entity and functional incapacity whereas 
Independence represents the Social role and capacity. 
9.6. DISTRICT NURSING ORGANISATION 
The National Health Service, like most other organisations, 
contains a dynamic element of operation. This becomes more 
significant in a socially dominated service industry. The 
district nursing service if largely dependent on an efficient 
network of organisational dynamics. 
The process of communication, decision and professional autonomy 
and collaboration seem to be of particular importance as 
demonstrated by Erikson (1950) and Etvioni (1969). These 
processes can be identified within a number of formal and 
informal procedures and occurrences. Perhaps the most important 
are those concerned with admission and discharge procedures and 
the day to day decisions and sharing of information. 
The admission of a patient to the district nurses' caseload 
comes from a number of referral agents, but the most numerous 
were from General Practice and Hospital. These were made by 
either formal request through the Central Clearing Place at 
District Nursing Headquarters, or to a lesser extent by direct 
contact between the district nurse and the General Practitioner 
in attachment schemes. Information about the patient was usually 
channelled via a clerk and restricted itself to minimum Personal 
and Medical data. The interesting point here is that information 
usually contained specific nursing instructions. 
The direct method of referrals was preferred by both the General 
Practitioner and the district nurse. However, this seemed only 
successful where the nurse had an arrangement to visit the 
General Practitioner's surgery on a daily basis. This method of 
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referral seemed to have a number of advantages, at least to the 
care team. The General Practitioner did not have to spend time 
telephoning Headquarters, there was less chance of misinterpreting 
a message, and the nurse could prompt for additional information. 
The 'advantage to the patient was not evident when the action of 
Aligned. and Attached nurses was compared. 
Nurses were generally satisfied with the volume and quality of 
referral information which they received. This suggests that 
nurses expect little information and are prepared to assess the 
situation on arrival. Documentation, which is one'aspect of ' 
admission, is kept to a minimum and appears totally inadequate 
for the purpose of retaining an accurate permanent record of 
any value. 
The decision to admit a patient to the district nurse caseload 
is largely outside the district nurse's control as she will 
always accept a referral from any source. Wilks (1976) made a 
similar discovery in a study of district nurse workload. This 
suggests that the only control over volume of her workload is 
the regulation of her care programme and the discharge of patients 
from her caseload. 
9.6.2. The number of patients actually discharged from the nurses' 
caseload was relatively small (28%) (Table 14-). 40% were still 
on the caseload after one year, the remaining 32.101 had either been 
transferred to hospital or died. Basically there were two types 
of discharge processes. One was a planned discharge, the other 
an emergency admission to hospital. In cases of planned discharge 
the nurse usually made this decision without reference to the 
General Practitioner. In cases of emergency admission the General 
Practitioner was called to deal with the situation without any 
reference to the district nurse. In a number of cases nurses 
were made aware of the fact only when visiting the patient on a 
scheduled visit. 
-127- 
It seems that there is an obvious need to strenghten the network 
of communication in terms of teamwork by sharing information and 
arriving at joint conclusions. The sharing of information and 
working towards a joint goal could presumably have some beneficial 
effects for the large group of patients who remain on the nurse's 
caseload for at least one year. It was found that a number of 
these patients received infrequent irregular visits with a nebulous 
purpose. This suggests that the nurse prefers to keep a patient 
"on the books" in order to keep an eye on them. 
White (1979), who studied district nurses' discharge habits came 
to the conclusion that, although nurses considered the decision 
to discharge or not to discharge to be part of their professional 
responsibility, they displayed certain anxiety because there was 
no one to discharge the patient to. By discharging the patient 
to someone else's care, responsibility would also be transferred. 
Freidson (1970) suggests that professionalism amongst other 
characteristics is marked by autonomy. Autonomy, however, is 
inseparable from the assumption of responsibility and accountability. 
By relinquishing autonomous action and decision, the professional 
status comes into question. Etzioni (1969) made this point when 
he labelled nurses as semi-professionals. 
9.6.3. THE HEALTH CARE TEAM 
Gilmore (1974), who explored the functioning of several primary 
health care team practices came to the following conclusion: - 
"Nurses autonomy and responsibility requires flexibility and the 
acceptance of a more open concept of role definition which will 
only operate successfully where there is teamwork and good 
communication". It is evident from this research that there is 
not sufficient effective communication between the General 
Practitioner, the district nurse and indeed other agencies such 
as the hospital. Direct communication takes place between the 
General Practitioner and district nurse where the nurse has an 
established task in the General Practice. It seems, however, 
that she is seen by the General Practitioner as a resource person 
who will "do" nursing care. This is demonstrated by the fact 
that the requests are directed at the nurse either through the 
receptionist or message book and only at the chance occasion 
through a dialogue between General Practitioner and district nurse. 
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It seems, therefore, that whether or not a nurse is attached 
to a group practice makes very little difference if communication 
takes place through a third person. This is supported by the 
findings which established that there is no significant difference 
in the way in which Aligned and Attached nurses plan and prescribe 
their care, receive information and the amount of time they spend 
with equally needy patients. Reedy (1977) who studied the 
development of primary health care teams, suggests that the 
present device of "attachment" on which the formal element of 
the social relationship rests, is no more than a device in the 
absence of definition. The Royal Commission on the reorganisation 
of the National Health Service (1979) suggests that significant 
growth in team work has taken place but that the development of 
a team approach to primary care requires an understanding of, and 
respect for, the professional roles of various members. As 
district nurses work in relative isolation they might experience 
conflict of loyalty between the team and the nursing management. 
The Royal Commission recognises that the burden of caring for the 
infirm old people will mainly fall on nurses. They recommend 
that all professionals concerned with the elderly should receive 
more training in understanding their needs. The government in 
their priority document "Care in Action" (1981) supports this 
view by advising that the community and primary care services 
should be strenghtened to enable elderly people to live at home 
and suggest an active approach to treatment and rehabilitation 
to shorten stay in hospital. 
This research supports the view of the Royal Commission that the 
nurses are the only category of caring staff essential when 
active treatment is no longer possible, as well as the Government's 
advice to an active approach to treatment and rehabilitation. It 
seems clear from the findings that the district nurse's work is 
primarily concerned with the care of elderly patients whose problems 
are of a longstanding nature, often going back for years, and 
appear not to have a solution. Many have had hospital care and 
are well-known to the district nurse, therefore the service which 
is provided seems to be to a large extent of a tertiary nature 
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rather than a primary service. This issue is of extreme 
importance as it requires an entirely new philosophy including 
a new approach to professional team support. 
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9.7. CONCLUSIONS AND SUGGESTIONS 
9.7.1. This research supports the conclusion reached by the Royal 
Commission on the reorganisation of the National Health Service 
(1979) that nurses are the only category of caring, staff 
essential when active treatment of the elderly is no longer 
possible. It seems, therefore, reasonable that discharging an 
elderly patient from the district nurses caseload is not 
necessarily the ultimate measure of achievement, as long term 
support is the only way in which a person may remain relatively 
independent. 
A nurse's "Risk caseload" would probably be a more realistic 
approach to identifying the nurse's care-population, which may 
require her not only to perform therapeutic functions but also 
engage her in rehabilitation, preventive and health education 
activities. This philosophy requires a reorientation and education 
of the district nurses' emphasis towards the total needs of re- 
socialisation of the infirm elderly patient. 
9.7.2. This research found that the district nurse's perception of 
patient needs is illness focused. As such she prescribes nursing 
care, based on the medical model enacted in task orientation. 
Whereas the elderly patients receiving district nursing care 
perceive their state of health mainly in terms of discomfort 
and disability and the effect these have on their lives. As the 
elderly patient's problems manifest themselves to a great extent 
in multiple health and social issues, and are often the legacy 
of a number of life events, the medical orientation, whose main 
goal is curative is no longer adequate. . 
Although the research shows that nurses have a good knowledge of 
patients' social and health problems, they do not plan comprehensive 
nursing care or set realistic short and long term goals. They 
prescribe nursing tasks based on medical diagnostic indicies which 
are reviewed as a result of medical crisis rather than meeting 
objectives formulated jointly by the patient and the nurse. 
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Consideration needs to be given to a comprehensive nursing 
care planning system which should be the result of maximum 
participation of patient, relative and nurse, and should be 
based on social and health issues. This approach has implications 
not only for post basic district nurse education and the 
philosophy of basic nurse training, but also demands a change 
of attitude towards organisational support. 
9.7.3. The role of the district nurse as fully participant primary 
health care team member in Attachment schemes has not been 
established conclusively by this research. No significant 
differences of patient caseload characteristics, nursing care 
prescription and discharge pattern between the organisational 
structure of Attached and Aligned nurses has been found. 
District nurses by nature of their work, operate in considerable 
isolation and it is therefore important for them to identify with 
and relate to a group which generates mutual support and the 
necessary dynamics for continuous professional development. 
9.7.4. Some insight has been gained by this research in the way in which 
patients and nurses perceive needs and care and a number of 
conclusions have been reached. Further research, however, is 
needed by way of controlled pilot schemes to monitor any 
developments which may arise from these conclusions. 
There is little doubt that where a district nurse becomes involved 
with the care of an elderly infi rm person she becomes the focal 
health care professional support. It seems that this emphasis on 
the district nurse becoming the key member of the primary health 
care team requires the organisation to introduce a new set of values. 
Consideration should be given to support the concept of the district 
nurse being the key professional carer of the primary health care 
team with reference to the care of the elderly infirm living at 
home. As such, having responsibility for all aspects of the 
patients' well being and calling on specialist nurses and other 
health care professionals whenever necessary. 
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In order to realise the holistic care concept consideration 
should be given to the development of nursing teams which would 
function as a professional support group. 
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Table 4 Nursing structure distributed by referral Agents in %. 
eferred by 
G. P. Self Hospital Other Total 
Schemne N=129 N=6 N-251 N=10 N=200 
Attached % 72 5 20 3 48 
Aligned % 58 1 31 10 52 
TOTAL % 64.5 3 25.5 5 100 
Table 5 Nursing structure distributed by expected length of stay in %. 
Less than 3 mths. 4-9 mths. 10+ mths. Total 
N=61 N=75 N=64 N=200 
Attached % 27 
- 
35.4 37.6 48 
Aligned % 33.7 39.4 26. § 52 
TOTAL % 30.5 37.5 32 100 
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Table 6 Frequency of visits by grade of District Nursing Staff. 
Grade 
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More than N 14 4 2 
once a day % 7% 2% 1% 
Daily N 66 6 6 
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Table 13 Recreational Facilities Expressed as 
YES % NO % Don't know 
NURSE PATIENT NURSE PATIENT NURSE 
Radio 93 95.4 2.5 4.6 4.5 
T. V. 92 93.4 4.5 6.6 3.5 
Visited 83.0 83.2 12.0 16.8 5 
Telephone 68 70.4 29 29.6 3 
Newspaper 57.5 61.7 28.0 38.3 14.5 
Hobbies 26.5 39.8 39.5 59.2 34 
Clubs, Bingo etc. 9.0 11.2 79 88.8 12.0 
This table shows that a large percentage of patients have Radio 
and T. V. facilities. That nurses are not always aware of patients' 
Hobbies or whether or not they read a daily Newspaper. 
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Table 15 Nurses' Care Plannin& 
15. a. Nurses' Identifying Problems 
Type of Problem N% 
Medical Diagnosis 152 76 
Task Disability (unable to work) 62 31 
Health symptom (ie. Incontinent, 94 47 Deaf, Blind) 
Social condition (ie. steps, poor 26 13 housing) 
Old Age 16 
15. b. Nurses' Action: 
Nursing Care N % 
General nursing care 58 29 
Skilled care go 45 
Basic care 71 35.5 
Support/Aids 52 26 
Health education 10 5 
15. c. Nurses' Expectations and Goals 
Goal 
General improvement and healing 70 35 
Maintain condition 66 33 
Rehabilitate 84 
Support 42 
Remobilise 84 
Peaceful death. 13 7.5 
Transfer to home or hospital 10 5 
No specific goal or aim 20 10 
-158- 
Table 16 Patients' Problems and Expectations 
16. a. Patients' Identification of Problems 
Problem N % 
Medical Diagnosis 67 33.5 
Task Disability 100 50 
Health Symptoms 80 4o 
Social Conditions 12 6 
Age 12 6 
No Insight/No Problem 12 6 
16. b. Patients' Goals and Expectations 
Expectations N % 
Get better 70 35 
Ulcer to heal 15 7.5 
Maintain 32 16 
Despondency 16 8 
No expectations 41 20.5 
No Insight/8/N/A-6 14 7 
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Table 18 Goal Expectation and Achievement in %. 
Go Expected Achieved 
-ý-ýýloal 
Event N=200 N=200 
Improvement/ % 44.5 38 Rehabilitation 
No change % 33 15.5 
Deterioration/ 
Transfer-to %5 23 
hospital 
Death % 8.5 D. 9 
No GOAL % 10 
% 100 100 
This table shows a straight count of Expected and Achieved goals 
as assessed by the district nurse. 
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TbLbl e 21, Nurse/Patient Goal Agreement in Relation to Patient Outcome Status in %. 
Goal agreement Goal Goal No goal TOTAL 
agreed not agreed set 
Patient's condition 
N=134 N=61 N=5 N=200 
Better % 80.3 18.3 1.3 38 
Same % 58.1 38.7 3.2 15.5 
Worse % 67.4 32.6 -- 23 
Died in hospital % 56 4o. o 4 12.5 
Died at home % 45.5 45.5 9.1 11.0 
TOTAL % 67.0 30.5 2.5 100 
2 'K = 16.7 DF 8 Sig < 0.03 
This table shows the level of agreement between the patient and the nurse, 
towards a common goal. 
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Table 24 Progress on Discharge or 12 months after admission to Nurse's 
Caseload in %. 
Progress I Better Same Worse Died in Died at 
Patient Grou 
hospital home TOTAL 
N=76 N=31 N=44 N=25 N=22 N=200 
Group A 
Intervieved % 51.7 20 28.3 
Group B 
72.5 
Not interviewed % 3.6 9.1 45.4 41.9 2T. 5 
TOTAL % 3T. 5 15.5 23 12.5 11 100 
Table 25 Group Correlation of Functional Assessment 
- Function Scale NURSE/PATIENT PATIENT/PATIENT 
CARE ONSET at beginning & Multiple 
end of care Correlation 
NUMBER OF CASES 198 145 
Simple correlation (r) Simple correlation(r) R R2 
Physical . 
86 
. 72 . 72 . 52 
Emotional . 81 . 75 . 76 . 57 
Social . 82 . 78 . 79 . 62 
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Table 26 Outcome Group by Patients' Perception of Health Status at Onset of Care. 
T- Test 
Assessment Outcome Group N Mean Standard FT 
Deviation value Prob value DF Prob 
Physical Interviewed 145 1.84 o. 4 
Group A 2.09 0.00 2.6 198 0.009 
Not interviewed 55 2.03 0.58 
Group B 
Emotional Interviewed 
Group A 145 1.53 o. 41 
1.7 0.01 2.03 198 0.04 
Not intervieved 55 1.67 - 0.53 
Group B 
Social Interviewed 145 1.6 0.29 
Group A 2.6 0.00 0.1 198 0.9 
Not interviewed 55 1.6 o. 48 
Group B 
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Table 28 Patients' Outcome Status compared to Condition of Pressure Areas 
at Onset of Care in %. 
i 
Pressure Areas Normnl Redness and Broken 
skin blistering skin TOTAL 
Condition N=167 N=16 N=13 N=196 
Better % 92 4 4 38.3 
Same % 96.8 3.2 15.8 
Worse % 86-T 4.4 8.9 23 
Died in hospital % T6 8 16 12.8 
Died at home % 50 4o 10 10.2 
TOTAL % 85.2 8.2 6.6 100 
2 x 39 DF 8 Sig 4 0.001 
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Table 29 Patients' Outcome Status Related to Condition of Skin at the 
Onset of Care in %. 
Skin condition Normql Pallor Bruised Loose Broken TOTAL 
N=4T N=62 N=10 N=8 N=71 N=198 
Patient Grroupý 
Survivors % 29 28 3.4 2.8 36 77.2 
Died % 6.6 44 6.6 4.4 33.3 22.8 
TOTAL % 23.7 31.3 5.1 4 35.9 100 
2= 14.5 DF 4 Sig eý 0.001 
Table 30 Patients' Outcome Status Compared to Circulation at the Onset of Care in %. 
Circulation Normal Varicose Slight Cyanosed TOTAL 
veins cyanosis Extremities 
Patient Group N=91 N=61 N=38 N=8 N=198 
C 
Survivors % 49 33.8 13.1 4.1 77.2 
Died % 37.7 17.6 4o 4.4 22.8 
TOTAL % 46 30.8 19.2 4 100 
2= 13.1 DF 3 Sig 4 0.01 
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Table 32 Patients' Outcome Status in Relat 
Hvgiene at Onset of Care in %. 
Aygiene 
Adequate Needs Neglected/ TOTAL 
supervision Needs help 
Condition N=153 N=38 N=7 N=197 
Better % 93.6 6-T 38.1 
Same % 64.5 25.8 9.7 15.7 
Worse % 8o. 4 19.6 
Died in hospital % 60 32 8. o 12.7 
Died at home % 50 4o 10 10.2 
TOTAL' % 77.2 19.3 3.6 100 
ý( 2= 30 DF 8 Sig e- 0.001 
Table 33 Patients' Outcome Group Compared to the Ability to Take Meals in %. 
eeding Unaided/ Some Continuous Needs Unable 
Correct supervision supervision help to feed TOTAL 
Patient Grou N=120 N=47 N=19 N=9 N=2 N=197 
Survivors % 68.8 19.4 6.9 4.2 0.7 77.2 
Died, % 39.6 35.8 15 6.6 2.2 22.8 
TOTAL % 6o. 9 23.9 9.6 4.6 1.0 100 
-ý, 2= 14.5 DF 4 Sig Z, 0.01 
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Table 35 Patients' Outcome Status Compared to Levels of Depression at 
Onset of Care in %. 
ion Frequent Depression None Slight Moderate 
moderate 
Severe TOTAL 
t0 N=78 N=79 N=33 N=6 N=l N=197 Patient Gr up 
Survivors % 45.3 38 13.9 3.5 77.2 
Died % 20 46 28.8 2.2 2.2 22.8 
TOTAL % 39.6 4o. 1 16.8 3 0.5 100 
2 12.3 DF 4 Sig < 0.01 
Table 36 Patients' Outcome Status Compared to Level of Consciousness at 
Onset of Care in 
Consciousness Fully Confused Frequently 
conscious at times confused TOTAL 
Patient Group 
N=148 N=32 N=16 N=196 
Survivors % 8o. 6 12.5 6.9 77.6 
Died % 61.5 26.9 11.5 22.4 
TOTAL % 75.5 16.3 8.2 100 
2 7.6 DF 2 Sig 0.02 
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Table 3T Patients' Outcome Status Compared to Ability to Prepare Food 
at Onset of Care in %. 
ý 
-eparation of food reparation of f Able With help Unable TOTAL 
t N=48 N=61 N=87 N=196 'Patient Group 
Survivors % 28.5 33.3 38.2 77.6 
Died % 13.5 25 61.5 22.4 
TOTAL % 24.5 31.1 44.4 100 
2=9 DF 2 Sig e" 0.01 
Table 38 Patients' Outcome Status in Relation to the Ability to do Housework in 
Housework 
Able Able with help Unable TOTAL 
Condition 
N=18 N=51 N=12T N=196 
0 
Better % 14.7 34.7 50.7 38.3 
Same % 9.7 32.3 58.1 15.8 
Worse % 4.3 21.7 73.9 23.5 
-Died in hospital 
% -- 12 88 12.8 
Died at home % 10.5 10.5 78.9 9.7 
TOTAL % 9.2 26 64.8 100 
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Table 39 Patient Problems and Nursing Care Identification in Terms of N=bers. 
PROBLEM IDENTIFICATION NURSING CARE IDENTIFICATION 
By Nurse Patient 
Medical 64 32 Skilled 5T 
Task only 9 37 
Medical and Health 37 11 Basic 28 
Medical and Task 14 17 G. N. C. 27 
Health only 12 30 Basic and Support 15 
Task and Health 12 32 Skilled and Basic 13 
Medical Task & Health 12 2 G. N. C. and Basic 12 
Table 40 Nunber of Problems Identified by the Nurse in Relation to Nursing Care in 
Problems 1234 TOTAL 
Nursing care N=8T N=82 N=26 N=5 N=200 
1. % 8o. 4 48.7 38.4 4o 61 
2. % 19.6 47.5 53.8 6o 36.5 
3. % -- 3.6 7.6 2.5 
TOTAL 43.5 41 13 2.5 100 
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Table 41 Average Time 2f Activity Based Home Nursing Visits. 
visit 
ime Taken Average time in minutes per visit 
Ti 
Car: e: VýisitTý 
General Nursing care total 26.8 minutes 
Specific Basic Nursing 20.5 
Procedures 
Specific Skilled Nursing 19.2 
Procedures 
Support and Advice Visit 16.2 
Medication/Supervision 13 it 
Source: Poulton (77) 
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Table 42 Frequency of Visits Made by Nurses in %. 
Classification Classified into Classified into 
7 categories 4 categories 
cy of Frequency of 
N= 200 N 200 
it nursinzg visit % % 
SRN and other nurse 
Daily 5.5 
Category 11.5 
SRN daily 1. 
Other nurse weekly 6 
SRN daily 28.5 Category 28.5 
SRN 
, alternate 
days 
and weekly 6 
Category 27 
SRN alternate dates 
SRN weekly 11.5 
Category 
33 SRN or others weekly 21.5 IV. 
TOTAL 100 100 
Table 43 Nursing time per week by structure 
Nursing Structure N Nursing time Standard F-Value T-Value Prob 
per week Deviation 95% con. 
Mean. (ý) 
Attached 96 1 hr. 16 mins 56 mins 
1.1 0.12 0.9 
Aligned lo4 1 hr. 17 mins 53 mins 
Living alone 83 1 hr. 12 mins 55 mins 
1.0 0.87 0.3 
Living vith others 117 1 hr. 19 mins 54 mins 
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Table 44 Nursing Visits to Patients Living Alone or With Others in %. 
Living circumstances Living Living MTAL 
alone with others 
visits N=83 N=1-17 N=200 
SRN and other nurse daily % T. 2 4.3 5.5 
SRN daily 
Other nurse weekly % T. 2 5.1 6 
, 
SRN daily % 19.3 35 28.5 
SRN alternate days 
Others weekly % 6.0 6.0 6 
SRN alternate days % 20.5 21.4 21 
SRN weekly % 12 11.1 11.5 
SRN and others weekly % 27.7 17.1 21.5 
TOTAL % 41.5 58.5 100 
x2 = 7.9 DF 6 Sig ; >, 0.27 
0 
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Table 45 A Comparison of Patients Living Alone and Those Living with Others, 
with such Factors as Age and Functional Dependencies. 
T. Test 
Variable Living condition N Mean Standard F-Value T-Value Prob. 
(2) Deviation 
Living alone 83 80 yrs 7 
Age 1.1 4.3 Sig. 0.05 
With others 1-17 76 yrs 7 
Physical 
function Living alone 81 35 6 (F. Value) 
2.0 1.3 Sig. 0.05 
With others 117 37 9 
Emotional 
functions Living alone 81 21.6 5.8 
1.0 1.1 Non Sig. 
With others 117 22.6 6 
Social 
function Living alone 80 21.3 4 
1.6 0.2 Non Sig. 
With others 116 21.4 3 
Table 46 Nursing Visits by Age Group in %. 
kGE Under 75 75 to 84 85 & over TOM 
N=68 N=89 N=43 N=200 
Nursing Visits 
L_ X_ 6.4 4 DF Sig > 0.05 
Daily and weekly % lo 
Daily % 30 
Alternate days % 25 
Weekly % 33 
TOTAL % 34 
11 14 11.5 
24 35 28.5 
31 21 27 
33 30 33 
44.5 21.5 100 
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Table 48a Nursing Visits by Mobility in %. 
Mobility 12345 TOTAL 
vi N=50 N=39 N=9 N=79 N=PI N=198 Nursing visits 
-Daily and weekly % 13 13 4.4 34.8 34.8 11.5 
Daily % 29 20 2 38 11 27.8 
Alternate days % 28 29 2 35 6 27.3 
Weekly % 24 14 9 47 6 33.3 
TOTAL % 25.3 19.7 4.5 39.9 lo. 6 100 
2 27 DF 12 Sig < 0.01 
Table 48b Nursing Time Per Week by MObility in %. 
Mobility 12345 TOTAL 
w 
Nursing ti e N=50 N=39 N=9 N=79 N=21 N=198 
per, week 
-Less than I hour % 27 16 7 45 4 22 
2' to 1 hour % 31 24 6 32 4 27.3 
1 to'2 hours % 23 21 5 45 6 33.3 
2 to 4 hours % 18 14 29 39 17.2 
TOTAL % 25 20 4.5 40 10.6 100 
2= 37 DF 12 Sig /, 0.01 
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Table 49a. Nursing Visits by Ability to Bath in 
Bath 12345 TOM 
Visits N=50 N=31 N=43 N=39 N=34 Ný19T Nursing Visits 
Daily and weekly % 4 9 21.5 P-1.5 44 11.5 
Daily % P- 5 27 22 9 16 27.8 
Alternate days % 45 16 21 13 14 P-7.3 
Weekly % 24.5 10.7 26 24.5 13.3 33.3 
TOTAL % 25.1 15.7 21.8 19.8 17.5 100 
K2= 20 DF 12 Sig 0.01 
Table 49b Nursing Time per Week by Ability to Bath in 
Bathing 1 2 34 5 TOTAL 
Nursing tiil' N=50 N=31 N=43 N=39 N=34 N=197 
per, week 
Less than j hour % 18 16 26 26 14 21.6 
t 01 hour % 44 11 20 19 6 27 
1 to 2 hours % 23 27 18 18 14 33.7 
2 to 4 hours % 9 -- 28 18 46 17.6 
TOTAL % 25 16 22 20 17 100 
x- 2 30 DF 12 Sig 4ý 0.01 
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Table 50a Nursing Visits by Ability to Dress in %. 
Dress 
s Nursing Visits 
1 
N=102 
2 
N=50 
34 
N=24 N=20 
TOTAL 
N=197 
Daily, and weekly % 32 18 23 27 11.2 
Daily % 58 18 13 27.9 
Alternate days % 52 30 11 7 27.4 
Weekly % 50 30 10 10 33.5 
TOTAL % 51.8 25.4 12.2 9.6 loo 
2 22 DF 12 Sig. Z 0.03 
Table 50b. Nursing Time per Week by Ability to Dress in %. 
Dress 123 4/5 TOTAL 
Nursing tim N=102 N=50 N=24 N=21 N=197 
per week 
Less than I hour % 57 27 5 22 
hour to 1 hour % 59 30 6 6 27.4 
1 to'2 hours % 54 26 11 9 33.5 
2 to'4 hours % 27 15 28 31 16.8 
TOTAL % 52 25 12 11 100 
2 30 DF 9 "O. Ol Sig 11 
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Table 51a Nursing Visits by Skin Condition in %. 
Skin condition 12345 TOTAL 
Nursing Visits N=47 N=62 N=10 N=8 N=71 N=198 
Daily and weekly % 13 39.1 13 13 21.7 11.5 
Daily % 23.6 21.8 3.6 3.6 47.3 27.8 
Alternate days % 22 30 7.4 -- 4o 27.3 
Weekly % 29 38 1.5 4.5 27 33.3 
TOTAL % 23.7 31.3 5.1 4 35.9 100 
Table 51b Nursing Time pýr Week by Condition of Skin in %. 
Skin 12345 TOTAL 
Nursing t iýl N=4T N=62 N=10 N=8 N=71 N=198 
per week 
Less than 12 hour % 20 43 7 30 22.2 
1 hour to 1 hour % 37 18 6 -- 39 27.3 
1 to 2 hours % 16 27 5 5 47 33.3 
2 to 4 hours % 21 44 12 6 17 17.2 
TOTAL % 24 31 5 4 36 100 
'X ý' = 27 DF 12 Sig <0.01 
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Table 52 Nursing Time Per Week by Ability to Feed Themselves in 
Feeding 1234 TOTAL 
ursing time N=120 N=47 N=lq N=11 N=197 
ilt 
per week 
Less than i hour % 69 27 2 2 22.3 
hour to 1 hour % 74 9 9 7 27.4 
1 to 2 hours % 59 27 12 2 33.5 
2 to 4 hours % 33 37 15 15 16.8 
TOTAL % 61 24 10 5 100 
Table 53 Nursing Time Per Week by Incontinence in %. 
Incontinence 
Nursing t ia 
jer vedek 
1 
N=141 
2 
N=33 
3 
N=g 
4 
N=6 
5 
N=7 
TOTAL 
N=196 
Less than hour % 67 30 5 7 21.9 
hour to 1 hour % go 6 2 2 27.6 
,l 
t6 2 hours % 68 18 8 1.5 4.5 33.7 
2 to 4 hours % 54 27 9 9 -- 16.8 
TOTAL % 72 17 4 3 3.6 loo 
2= 26 DF 12 Sig. 40-01 
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Table 54 Nursing Time Per Week by Co=unication in %. 
ion 123 TOTAL 
N=92 N=94 N=12 N=198 
Less than 12 hour % 45 55 22.2 
1 hour to 1 hour % 59 33 8 i7.3 
1 to 2 hours % 46 51 3 33.3 
2 to 4 hours % 29 53 18 17.2 
TOTAL % 46 48 6 100 
2 18 DF 6 Sig. /, 0.01 
Table 55 Nursing Time Per Week by Ability to Prepare Food in %. 
Prepare Prepare 
Nursinýjgzti ieý 
w Per Week 
food food 1 
N=48 
2 
N=61 
3 
N=8T 
TOTAL 
N=196 
Less than 12 hour % 30 36 34 22.4 
1 to 1 hour % 38 24 38 2T 
1 to 2 hours % 18 35 3T 33-T 
2 to 4 hours % 9 2T 64 16.8 
TOTAL % 24.5 31 44.5 100 
2 14 DF 6 Sig. ý 0.02 
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Table 61a Nursing Visits to Preconception of Involvement in %. 
Anticipated 
orkýlopdt. Light Medium Heavy TOTAL 
Nursing 
its N=74 N=108 N=18 N=200 visits 
Daily and weekly % 5.5 13 2T. 8 11.5 
Daily % 2T 2T. 8 38 28.5 
Alternate days % 31.1 26.8 11.1 2T 
Weekly % 34.5 32.4 21.4 33 
TOTAL 3T 54 9 100 
Table 61b Nursing Time by Preconception of Involvement in %. 
Anticipated Light Medium Heavy TOTAL 
workload 
Nursing time N=74 N=lo8 N=18 N=200 
per week 
Less than 2' hour % 47 43 10 22 
1 .2 hour to 1 hour % 44 54 2 27 
1 to 2 hours % 39 58 3 33.5 
2 to 4 hours % 9. 6a 31 17.5 
TOTAL % 37 54 9 100 
2= 36 DF 6 Sig e- 0.05 Very significant 
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FIGURE 1. Birth and Death Rate 1870-1971 (England and Wales) 
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FIGURES 2&3. Comparison of Population Profile 1901 with 1973. 
Sex and age structure of the population 
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FIGURE 4 
Mortality rates - 
mate/ female ratio 
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FIGURE 5. The Killers. Proportion of total death rates 1972 
Deaths in age groups indicating tho main causes, 1972 
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FIGURE 
MAP THE WANDSWORTH AND EASI MERTON TEACHING DISTRICT 
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APPENDIX I. 
HEALTH AND SOCIAL SERVICES 
(a) Primary Health Care. 
i. General Practice 
The district population has the services of approximately 138 
General Practitioners within the district boundaries, operating 
from single-handed or group practices. 66.5% of General 
Practitioners are single-handed, the remaining 33.5% usually 
work in groups of 2 and 3 with a few exceptions of 4 and 5 
(Poulton 1977). 
General Practitioner accommodation varies and to some extent 
influences the practice of other primary health care team 
members, such as the Health Visitor and District Nurse. Some 
premises are private and long established and therefore do not 
allow for the changing demand in health care practice. Other 
premises are based at recently developed Health Centres whose 
architecture incorporates some of the new philosophies of 
future health care needs and primary health care teams. 
ii. Health Centres and Clinics. 
There are a total of three Health Centres, 11 purpose built 
Health Clinics, and a further 2 Community Halls which are used 
for various Child Health Clinic sessions. (Figure 7). 
All Clinics and Centres and equipped for Child Health Sessions 
and Health Education, and the 3 Health Centres and 3 Clinics 
have additional facilities such as Nurses' Treatment Rooms, 
Consulting Rooms and staffed reception areas. 
iii. Comunity Nursing Services. 
The Comunity Nursing Service is the responsibility of a 
Divisional Nursing Officer who reports directly to the District 
Nursing Officer. 
-202- 
In 1978/1979 nurses in post averaged 223. WTE, 50 Health Visitors, 
10 Family Planning Nurses and 27 Clinic/School Nurses, primarily 
engaged in the preventive field, and 67 qualified District Nurses 
and 43 Nursing Auxiliaries engaged in home nursing, under the 
supervision of 12 Nursing Officers and 2 Senior Nursing Officers. 
(See Organisation Chart). 
The Division has a Headquarters but clinical services are operational 
from the three Health Centres and three major Health Clinics. 
Two Nursing Officers (one responsible for Home Nursing and one for 
Health Visiting) are based at each of the major Centres/Clinics. 
They are each responsible for a number of District Nurses or Health 
Visitors who may be based at the Centre or the G. P. practice according 
to the structure, i. e. Attachment or Alignment. 
Health Visitors work alone and would only ask a colleague to relieve 
in emergency. 18.5% of Health Visitors at the time of the survey 
were Attached to G. P. practices, the remaining 81.5% were Aligned. 
In addition to their G. P. caseload every Health Visitor had a 
geographical responsibility, to cover those not registered with a 
G. P. practice, e. g. gipsy encampments, temporary housing. 
The Health Visitor caseload is mainly concentrated on families with 
babies and children. Only a very small proportion (1.2%) of their 
time is taken up by visits to the elderly population. 
District Nurses are trained SRNs or SENs, some with additional 
qualifications but most with district nurse training. In addition 
there are Nursing Auxiliaries who do not hold a nursing qualification 
but receive some in-service training. 
The State Registered Nurse (SRN) is usually employed as a District 
Nursing Sister, unless inexperienced in district nursing this is in 
either an Attachment or Alignment scheme as a member of the Primary 
Health Care Team. She takes charge of a caseload of patients from 
one or more G. P. practices according to the scheme. 
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The State Enrolled Nurse (SEN) works under the general supervision 
of a District Nursing Sister and, according to need and ability, may 
or may not have her own caseload. Usually an SEN works with one or 
two District Nursing Sisters in which case she operates under the same 
structure (Attached or Aligned) as the SRN. Others may be on relief 
and thus work with several District Nursing Sisters and receive their 
workload on a daily basis. 
The Nursing Auxiliary (N/A) works under the supervision of a qualified 
nurse and attends to patients allocated to her by her supervisor. 
Their work domain is usually organised, at least informally on a 
geographical basiý. This demonstrates that at operational level the 
District Nursing Sister responsible for a clearly defined G. P. based 
patient caseload has the support of an SEN and Auxiliary. It is 
largely her responsibility in conjunction with the Nursing Officer to 
allocate the workload to her workforce. It also highlights that the 
district nursing service embraces a number of organisational structures. 
Of the total number of District Nurses 20% were Attached to G. P. practices, 
20% were Aligned, 9.4% were part Aligned/Attached, 18.8% were on relief 
and 31.8% worked within a'geographical boundary. The geographical 
boundaries related mostly to Nursing Auxiliaries who are shared by 
several District Sisters and, in practice, confine their work to a 
small location. 
Unlike the Health Visitor service the District Nurse service operates 
day and night but the structure described relates to the day service 
only. The night service is geographically organised and allocated 
according to need on a day to day basis by the Duty Nursing Officer 
to permanent, night staff. According to findings in Stage I, which 
s ructure of the home nursing care service, an analysis 
of the Di 
Zict 
Nurses' working day showed that approximately 50% of 
her time'is, spent on clinical activity, 25% on travelling, and the 
rema-inihT-25% on administrative duties, meetings, and a small proportion 
on teaching. 
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The main differences between Attached and Aligned nurses were: - 
1. That the attached nurse spends less time on visiting patients 
at home but compensates for it by carrying out care at the 
surgery. 
2. That the aligned nurse and nurses engaged on relief work spend 
more time on travelling than their attached colleagues. The 
average visit lasts 20 minutes and consists mainly of task 
orientated basic and/or skilled nursing activities. 
The overwhelming majority of visits were made to elderly persons, 81% of 
patients were over the age of 65 and of those 70% were women living 
alone or with an elderly relative. This retult is consistent with the 
findings of Gilmore, Hockey and Reedy. According to the Crichton Rating 
Scale used in the Study 12% of patients were highly dependent, but many 
were found to be ambulant and reasonably independent. 
No evidence 
- 
of teamwork as defined by Reedy and others was apparent, 
whether attached or aligned. However, this was somewhat difficult to 
justify as the only measurement was in terms of structure and thus 
measured contact between nurses and General Practitioners in time only 
and not in terms of interaction. As an essential element of teamwork 
is two way communication and decision making it is difficult to justify 
this in a situation where contact time was low and mainly by telephone. 
(b) Hospital and Day Care. 
The Health District manages nine Hospitals, of which five lie within 
district boundaries. They provide a comprehensive inpatient, day patient,. 
outpatient service and in two hospitals an Accident and Emergency Service. 
One of the hospitals is for geriatric patients only and includes a half- 
way house and one ward for geriatrics is situated in one of the general 
hospitals. The total bed complement in 1978/79 was 2,921 of which 
1,145 (40%) were psychiatric beds and 215 (7.4%) geriatric beds. The 
average bed occupancy was 75% for acute and psychiatry but as much as 
90% in the geriatric area. The average length of stay of a geriatric 
patient varied from 35 days in the general hospital ward to 200 days in 
the geriatric hospital. Day care facilities were provided in the 
psychiatric division only, with an average of 52 attenders a day in 
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1978/1979. More recently a psychiatric day hospital for the elderly 
was opened. However, this only became available after the research 
data collection was almost complete. Outpatient services were 
available at seven hospitals averaging a daily attendance of 1,137 
in 1978/1979 and, in the two Accident and Emergency Departments, an 
average of 282 patients per day were seen. As far as the geriatric 
services are concerned an average of 2.5 sessions are held weekly 
with an average attendance'of 9 patients per session. 
From the available statistics it is not possible to determine the 
proportion of geriatric patients using the Accident and Emergency 
Department. The geriatric hospital is staffed by Medical and Nursing 
Staff, Physiotherapists, Occupational Therapists and a limited service 
from Chiropodists and Speech Therapists. 
(c) Social Services Provision. 
The personal Social Services are provided by the respective local 
authorities of Merton, serving the East Merton part and Wandsworth 
serving the Wandsworth part of the Health District. Social Workers 
have generic responsibilities and operate on the basis of a geographical 
catchment area. Services in the Wandsworth Borough include: - 
1. Old people's homes of which there are 12 housing approximately 
700 residents. 
2. Sheltered housing comprising a total of 250 Units. 
3. Day Centres for the elderly serving approximately 600 people. 
4. Lunch Clubs providing 1,300 meals a day. 
5. Home Help. There are approximately 400 W. T. E. Home Helps 
helping over 6,000 people, predominantly the elderly. 
6. Meals on Wheels. Approximately 1,700 people in the borough 
receive meals on wheels, about one-third also receive weekend 
meals. 
7. Laundry service -a total of 820 clients are provided with this 
service, of whom 70% are incontinent. 
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In addition to the above. services there are Aids and Adaptation 
Services, provision for telephones and transport. 
It was not possible to assess accurately the proportional service 
to the part of Wandsworth within the Health District boundaries, but 
it can be assumed thatý-the services are evenly distributed. The 
Merton services follow a, similar pattern but, once again, it was not 
possible to estimate accurately the East Merton proportion which is 
part of the Health District. 
DAMAGED 
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Afttient's Name: 
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ADMISSION 
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COMMMITY NURSIýTG REQUEST APPENDIX 2. 
is to be completed by the nurse who received the 
visiting the-patient. 
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APPENDIX 3. 
his is an interview Schedule 
NURSES QUESTIONNAIRE ABOUT EACH PATIENT 
his Questionnaire is given to each nurse within 2 weeks of first 
isiting this patient. 
ATE INTERVIEW 
PERSONAL DATA: 
1) PATIENT'S NAME 
ADDRESS 
2) AGE 3) SEX I M(l) F(2) 
4) CIVIL STATUS 
Married Separated 4 
Single 2 Widowed 5 
Divorced 3 
ETHNIC GROUP: 
African Asian 1 Indian 4 
European 2 Malaysian 5 
West Indian 3 African 6 
State 
Other 
a) OCCUPATION OF HOUSEHOLDER 
b) PATIENT (BEFORE RETIREMENT) 
C) OCCUPATION OF SPOUSE 
NUMBER OF PEOPLE LIVING 121 HOUSEHOLD 
11 PRIMARY HEALTH CARE 
1) 
2) 
CENTRE I112 
NURSE IS NAME 
GP's NAME 
4) OTHER P. H. C. AGENTS INVOLVED 
a) Nursing Assistant 
b) SEN 
C) Health Visitor 
d) C. P. N. 
e) Social Worker 
f) Home Help 
I 
YES 
0 
170 
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Ib 
FREQUEITCY OF NURSIlTG VISITS 
12 
BEN 
SEN 
N/A 
L. 5 
More than 
once a day 
Daily Alt. days I week 
Less 
Frequent 
6) -MEDICAL DIAGNOSIS 
7) PPXZENT NURSING TREATMENT 
III VISIT ASSESSMMT 
I would now like to go on to ask you about the actual visit and your 
nursing assessment of the patient. 
GMTMRAL INFORMATION 
How long after you received the message did you see this 
patient? 
Was that 
Instruction from GP 
or other H. C. A. 1 
Your own decision 2 
Pre-arranged 
appointment with 3 
patient 
Just call 4 
Was the situation similar to the information you 
received 10 
YES NO 
a) If not, was the information 
Inaccurate 2 
Not adequate 
113 
b) Did you obtain additional information from 
GP 1 Hospital 4 
N. O. 2 Other Agencies 5 
Patient 3 
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(ILINESS STATUS) 
, 'Could you give me an outline of your assessment of - 
(a) the major health problems of this patient - 
(b) 
(c) 
your nursing action: List treatment and medical 
prescription - 
what you are hoping to achieve (goals and expectations) 
TEXT BOUND INTO 
THE SPINE 
: 10 
e, - 
-2 1.3 - 
(6d*have given me a very good overall idea of the patient's 
, ircuL,. stances 
,. roixld now like to aslý "you a few questions about h-; A-s/Eer condition: : explain functional divisions) 
FIMICTIONAL iMES)SI)MEINT 
Physical functions 
of 
2 3 4 
ty Fully ambulant Usually independent Walks- with Walks with Bedfast or main- 
(including stairs) (not stairs) supervision artificial ly so 
aids or under 
careful 
sul3ervision 
re None I Redness Skin broken Deep Sacral Deep Sacral and 
Heels 
ence Fully continent Nocturnal Continent by Urinary Regularly, fre- 
incontinence day if regul- incontinence quently doubly, 
unless toileted. arly toileted in spite of incontinent 
Occasional accia- regular 
ents (urine or toileting 
faeces) 
Output Output Catheterized Urinary tract Diureses less 
Adequate Inadequate infection than 25 ml/hour 
Normal for Irregular Constipated Takes drugs tc Requires 
individual or diarrhoea control cons- suppositories,, 
tipation or enemas or bowel 
I diarrhoea wash outs 
ing Normal Occasional Difficulties 14oderate Severe 
difficulty or periodically difficulties difficulties 
exertion requiring 
medication 
or- None Expectorating Heavy Inhalation Chest physio, 
of come sputum expectoration required required to aid 1ý 
-oration e -IIT)e ct 
ng Dresses correctly Dressing-imperfect Dressing Dressing Unable to dress 
unaided but adequate adequate with inadequate or retain 
minimum unless con- clothiug becauseý 
supervision tinually of mental 
snrervi, -ed- imnairment 
ýg Self without Self with little Bath with Bed bath or Bed bath given 
supervision supervision supervision wash down by nurse 
self under 
su-nervision 
Adequate I With Supervision Neglected Severely Gums I 
neglected Infected 
Lg l Fcods correctly 17eeds adequately Does not'. feed De"L*ecltive Unable to feed i, 
unaided at with minicam adequately feeding because of menta: 
IJ 
appropriate times supervision unless con- . because of impairment 
tinually physical hand 
supervised -p or poor ica 
P. M atit0 
Good Ad e quat e Slichtly Maderately Se exely under v 
over or under under or over 
l 
or over weight ýjý 
wei r1it weirht 
i On Vormal Pallor Bruises Loose Bro'&en 
ýn 
La'do., i Normal Varicose veins S11. gh -t Cyc-uloc'ed Severe 
- ____ __ 
Cyanosis 
I 
extremities Cvanosis 
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of 
: ýý 4 
: ion' Good/self care Gbod/aid needed Poor/not 
I Poor/aided Very poor 
As , I -- I aided chironody needed! 19 Very good 1 Good 14oderate 1 Poor I Very'poor 
P-ht- Very good Good Moderate Poor 
l Very poor 
I Normal Somet mes Moderate Can only be Severely 
difficult to speech understood by speech 
understand Impairment certain people impaired 
None Mild Intermittent Moderate Severe 
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Psychological functions 
ýe of 1 2 3 4 5 
, ntation ComDlete Orientated in ward Mi ' sidentilies a. Cannot find way to Lost 
and identifies persons and bed or to toilet'. 
persons. surroundinc-s without assistance 
but can find 
waY about 
unic- Always Can indicate needsl Understands Cannot understand No effective 
n clear and Can und. orstand simple verbal simple verbal or contact 
retains simple verbal rnd non-verb mon-verbal informa- 
information directions. Can information tion but retains 
deal with simple but does not some exT pressive 
information indicate ability 
needs 
peration Actively Passively Requires Rejects assist- Completely 
clear and co-operative frequent en- ance and shows resistive or 
retains couragement some independent withdraira 
information and or but poorly 
-oersuasicn activity 
less- None Intermittept Persistent by Persistent by day Constant 
day with frequent 
nocturnal 
restlessness 
P Normal or Requires Sleeps well Occasionally J Disturbed even 
Hypnotic occasional with regular disturbed in with heavier 
not given hypnotic or hypnotic or spite of regular 
I 
sedation 
J occasionally ustally rest- standard hypnotic 
restless less for a 
period every 
night 
No rmal and Fair affective 14 rked blunt- a Emotional ability Hallucinations a 
ctive stable response or not ing or or incontinence of nihilistic 
affective always appropriate impairment of affect. Retarded delusions of guJ. ' 
response M ood or inap- lacks spontaneity or somatic 
and propriateness 'out can respond dysfunction 
appearan6e 
Well-being Self reproachful i4arked somatic' Severe retardation Suicidal or de 
ective or listless dejected or hypo- or agitation wishes 
euphoria indecisive lacks chondriacc-2 marked withdrawal IMute or agitated 
interest (not concern though responds to incoherence 
completely well Preoccupatiozi questioning 
though no specific 
complaints) 
ýation None Slight Intermittent ýrequpnt Severe 
Moderate tModerate 
, ession None Slight _ Intermittent I requent Severe 
Moderate 
I'Moderate 
'essioa None Slighl', Intermittent requent r Severe 
Moderate M moderate 
. tabi. Lit-y None Sli 11 
4w Intermittent 1, crequent evere 
1.1odernte Hudernte 
f 
'ache 
T 
Never Occasionally Occasionally infrea-aent but I Frequent severe 
slirpht 1110 der, -, A te severe 
I 
iry -Retains Forgets recent I 1-loderate Isevere impairment ------ -i'otal 'loss o. I events cometimes imnairment of I of memory i s, Memory 
Morlo r1r 
ý1 of Fully Conscious but Conscious bat semi-conscious Unconscious 
; cious- Conscious slightly confused . 41 irequently - 
lat times-_ confused 
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Social Functions 
A PERSONAL 
Cleanliness Very Moderately Untidy and 
Personal clean clean dirty 
Clothing Dress according Not entirely Unsuitable to climate I suitable 
clothing 
Footwear Correct for the Not entirely 
I Most 
occasion suitable unsuitable 
B HOUSEHOILD 
[H-ouse/Plat 
Clean Moderate Dirty 
Heating Good Adequate Poor 
Lighting Good Adequate Poor 
Toilet 
Facilities Good Adequate Poor 
Bath Available Difficult Not 
access available 
Kitchen Own Shared No facilities 
ration of Self Self and others Others 
Cleaning/ 
Housework Self Self and others Others 
Shopping Self Self and others Others 
Repairs Self Self and others Others 
RECREMOTTAL/COMUNICATION 
Has patient a TV? 
Has patient a Radio? 
Does patient take newspapers? 
Has patient any hobbies? 
Is patient visited by friends/ 
relatives? 
Has the patient any other 
recreational activitieS7 i. e. 
cinemaý bingo, senior citizens 
club, other group activities? 
Has the patient a telephone? 
Yes NO Don'F Know 
1 
2 
3 
4 
5 
6 
7 
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SOCIAL SERVICES 0 YES 
NO State frequency Does the patient have - 
Meals on Wheels 
Home Help 
Library Service 
Incontinent Laundry Service 
Chiropody 
Voluntary help 
Others (State) 
IV FUTURE ACTION 
1 
2 
3 
4 
5 
Now I would like to ask you what actions you took as a result 
of the visit. 10 
Were you able to form a Nursing Care plan I YES I NO 
If not, what were the difficulties? 
If yes, outline actions: 
A) Personal involvement 
B) Treatment plan 
C) Frequency of visit 
Did you discuss the patient after the visit with - 
NO 0 
a) GP 
b) Nursing Officer 
C) Peer group 3 
d) Subordinates 4 
e) Other professional staff (State) 5 
As a result of your visit, did you request other services - 
No 0 
Meals on ITheels I 
Home Help 2 
Incontinent Laundry Service 3 
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Chiropody 4 
Libr-ary 5 
Luncheon Club 6 
Others (State) 7 
4) Did you think that there was anything in the house which 
could have been harmful to the patient, i. e. gas, lighting 
YES NO 
10 
If yes, what action did you take? 
SECTION V 
I would like to ask you how long you think this patient may. 
remain on your caseload? 
Finally, could you tell me if, in your opinion, this patient 
is receiving the ideal care, or do you think that he/she 
might benefit more from an alternative care, given that 
there are no restrictions on facilities : 
Thank you for your help. 
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mt + 'ed , tha patien vv 
Nct, ý, to Intarvie'..! er: 
APPENDIX 4. 
Intervie' I 
Exi,, 1, ain -7-ou are here and obtain their, pormission t-o be 
interviewed. 
4 1" r .,. ev 
I understand from nurse that you have just begun to lave 
a district nurse. 
, All the questicns are absolutely confide--tiall and your na=e-will 
not be reveolled. etc. 
1) PATIENT IS N2,111E 
2) AGE: 3) SEX 4) VTEIGGHT APPROX. 
ý5) 
OCCUPATION BEFORE RETIMMTT 
6) OCCUPATION OF HEAD OF HOUSEHOLD 
OCCUPATION Or, SPOUSE 
SECTION I 
About Admission-and the Nurse 
How did you get nursing services? 
Ask GP 
GP suo-vested 
Through Social ". %Torker 
Through Health Visitor 
Other (State) 
How often does the Nurse come? * 
More than once 
Daily 
Alternate days 
Does anyone else come from the Health or Social Services Dept? 
IT/A S. W. 
S MIT, H. Hel-o 
H. V. Other-(State) 
C. P. 1T. 
1 
4) When did you last see the Doctor? 
At Surgery At home 
This week 2 weeks ago 
Last !,, ieek 4 we eks ago 
5) Number of people living in household. 
SECTION II 
Illne ss Status 
*1 Could you tell me ,.,,, hat the p3ýesent. problem is 
Eýcploree 
2) What sort- of e:, -. pectations do you have 
E: r p: 11. ora 
DAMAGED 
TEXT 
IN 
ORIGINAL 
Joi ill 
17. 
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ý, aL LJ B... 1 v La"'a or b:, = -II., 1, 
s-upervision down by imrse 
self under 
rr%4 on 
-1; upý-rviz; Gj n'. s. in -ýcý nt-1 
cor. rc-ctl d "i f C, L*, 'I C 0Sr b ic 
Wi tIi X C. cz i 
a"Propriate 
times 
surcrvi-, 
ion colli- or :1 M1, 
Ci 11P. AzOA 7 ,J caI.!, - r. d 
-vor C: ln or 
1*. dca -x -t I 
i L. 07011 01, oj. - 0,; C-. N -; C: %, e 1, ii 
.-, II 'Pallor ru. 4:. 1 - .! I.. 
C 
o ct II rnal 
incontincnce 
unless toilated- 
OccasiO-1101 EIcc! -ý, - 
cIlLs (urine or 
f- ce 
JýIztptxt 
I Inadequate 
Irrc-r, ul-"" 
Occasidnal 
diffic4ity or 
exertion 
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%Va dcr, C-z d 0 C.,: ýý/) .0 Pcor/idý', - 
A. i n4 c,. - 
1- -. - " cry coý; a 0C" -'. -, *, ý, ", v X 'o Z; 17 
,.. IYL Very C-oc; d Poor Vý,! v rsfý-7 
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t" o c-C. e --., 
i 
undcrst, lln d ccrta'. 1 
None I Mild III ISCvcl. c 
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i Nonc reccnt "overe 
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F. 
Ljr-4-jono 
socia 
_3 
PDRS M, L 
-Lcan-Linbss Vory, y I-lode Un-'-id-,: - ancl 
: -)rsona-l clean Clean 
d j. r JL 
lathine., Dress. accordinc^ S J- Hot 
Un su il 0 i ' * to climal-00 ,0 ,. ilc- C20t-. ,, - 
-U vmar oo J- for , he correc-IL, - 
No-1- cnt-irelv 
w 
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. occasion --suita-ble Lms u"-,., L ab3. e 
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'itchon Own Sh., u ,d 'cil. i 1.1--s 110 f ca 
-'rep-ax-ation of Self.. 
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Sell oh r), Uh c- r s, 
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6 
CREC 11D, E A'1! 11 0r.. I 
1) Do you have a TV? 
if not, would you like one? 
2) Do you' have a Radio? 
3) Do you take a daily newspaper? 
4) Do you have a. hobby? 
5) Do you 1., --sVe visits from friends and relatives? 
6) Do you visit the cinema,. bingo, senior citizens 
club, or other group activities? 
Do you have access to telephone? 
(If no - probe) 
SOCIAL SERVICES 
1) Do you have Meals on Uheels? 
(State frequency) 
2) Do you have Home Help? 
3) Do you have the Library Service? 
4) Do you have the Incontinent Laundry Service? 
5) Do you have Chiropody? 
6) Do you have any other service. -, ý. (state) 
FINANCIAL ASPECITAS 
1) Do you know about current prices? 
2) Do yola -manage well on your 
income? 
(don't probe ij" unwilling to discuss) 
TO INTERVIEM 
Iro YES 1. 
-YES No- 
. ES 1N 
Finally, make a thumbnail sketch-of overal situation. 
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WANDSWORTH AND EAST MERTON TEACHING DISTRICT APPENDIX 5. 
TREATMENT RECORD 
Surname Forename(s) Mr/mrs/mihss- 
Address Date of birth_., 
/ 
1_ti. 
_4 
Telephone. 
1-4 0111%; %JI IVIaLIVO 
Address 
Telephone 7 
Name of GP 
Address 77'..:. 3 
Telephone_ 
- 
ý: -7 --Z-. 4-'L-- !a "', ---- 
1ý 
Referred by 
Received by on (date) 
Date treatmen*t to commence 
Frequency of treatment 
(1) Injection/oral medicine 
Treatment (2) G. N. C. 
(3) Enema 
(4) Surgical dressing 
(5) Hospital discharge (Ist visit) 
(6) Advice only 
C --7, C- - 
Date Time Tre8tMOnt giVen Signature 
Z- "t, 
o? 
;w -mm --- 
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ISDIC. 4. L STAFF 
Questions about each patient in the Sample. 
Practice: Dr 
B) Name of Patient 4 
1) How long has this patient been known to Your 
practice? in years 
2) How-often have-you seen-this patient in the 
past year? 
More than 10 times 
5 times 
Less than 5 times 
Not at all F-1 
C) - Current Episodei 
When did this patient come to see you with 
regards to the present episode? 
I year ago 
Less than I year but more than .3 months 
ago. 
Less than 3-months but more than I month ago 
Less than I month ago 
When and how did you request the nursing service? 
What directions did you give for nursing care? 
4. ) How long do you thJin"l- this pat. -Aent- will req7eire j 
medical care with regards to this episode? 
PROBE: about medical care, process, diagnosis, 
progress and prognosis. 
6) PROBE: about social conditions and Social Services Fees for I. -his patientko. 
7) PROBE: about expected nursing needs. 
C3 Conclude vrith: Long term goals and e: ýýpectations. 
11IMERVIE'd WTTH ITURSEE TIT CA3E OF DI'SCHAIRGE/ 
_OR 
112 4(YiTT'-jS AFTER A. Lisi- 
IUMSE IS ITO: 
I IS ME PATIENT 
DISCHARGED 1 
12 MONTHS 21 
01T CASELOAD 
A) IN CASE OF 
1) Reason 
Probe 
-225- 
DATE OF 1ITTERVIIE', 11: 
D ATT 0F 
CODE LAST VISIT: 
7 
7 
DISCHARGE: 
fciý Discharge 
- Medical, Social, Transferred to Hospital 
Re-admission ex-oected 
(Cont: f-. )ec. C). 
B) 12T CASE 02 12 PIOTTTHS ON MIE CASELOAD 
1) Did you expect her/him to remain on 
your caseload for 1 year 
2) Have circumstances changed during 
the time 
APPENDIX 7. 
YEs El' 
NO 0 
YEs El' 
NO 0 
NO 0 
BETTER I 
14ORSE 2 
or 'JUST DIMIREITT L_j 3 
3) If YES - Probe 
4) Has your involvement chanp-ed NO 0 
v., oR LESS 0 
Other se-xvrifýi-z - Have othQr poop! (- ber-orize invrol"ýred to YE. s help the papient NO 0 
-226- 
If YES - has this lightened 
your caseload 
Has-it helped the patient 
What are vo-LLr e=cctýations of this patient 
IN CASE OF BOTH DISCHARGED AND 12 P11ONTHS ON CASELOAD 
Do you think that more could be done, irrespective 
of cost, by either the Social Services, GP or'the 
Nursing Service -1. -o enhance the quality of the 
patient's daily existence. 
Probe 
Thank you. 
YE 
NO 
s El , 
YEs El' 
NO 0 
-227- 
APPENDIX 8. 
]Y. FIffil Ii.,, WT- Ta TTY 03 1'... L C, , --. Li -- M 11--, A -, -ý ..., - 
PATIE-1, TTIS Y*AMýE: DATE 0 ýO L 
air. 
I-IC "Ot So-ZIn 4-ime ag-o -our heal ,n OU ý)Jj Me a 
lot of thi- about 
-I -hcave come to ask you b ow You are cmttino- on 
(I sce ýrou have finishe d 
C" IN your trcatme-, it -v r 4-th nursa) or (I sece n=so still -S to see -;, ouj 
Ho-wr is the ce-mpilaint (che--!: ) 
-alk on Get -oatient to t 
A Present pbys-.. o. z;, 3. rind Emotimial 
Social - Friends, R-lattives 
procress - 
't 
v 
Se: evices - 'HousirLS, Fleals', ` Finances. 
D Expect-ations F-. obe 
2) Dse Duncti. onal Assossnient- t, -r4d (T-R/4) overleaf 
-228-. APPENDIX 9. 
FINAL =TE"Eff-IrEll ITIT1.1 ITURSE P IT CASE OF DIE-A-TH 
17TRSE'S NO: F-7 DATE' OF rITTERVIEW; 
PATIENT IS NAT-2: CODE DATE OF DEATH: 
I Was death expected at the time YES 
NO 0 
2 Since admitting this patient has the work YES 1 involvement become heavier with him/her NO 0 El 
Were the relatives able to cope during YE 
the last days NO 0 
If not, who helped OTHER NURSE 
TZ 
HOME HELP 2 
SOCIAL WORKER 3 
VOLUNTEERS 4 
FRIENDS 5 
NOBODY 0 
NOTAPP 8 
4 Do you feel that the family had sufficient support, 
or would you have liked to see. more or different 
services. 
Probe 
Thank -,, ou. 
NURSES PUISONAL DATA 
-229- -APPENDIX 10. 
CENTRE DATE FT 
UUMER 
IMRSES NAM 
AGE Under 25 
25 
0 
35 ý9 4 
46 44 
4; 
SEX 
FEkU, LE 
GRADE DIS-d CT SIST7, R- -1 
DISTRICT STAFFFT= 7' 
it SEN 
- 
3 
NURS ING A Tl I7RY -Z; 7 
OTHER (STATE) 151 
qUALIFICATIONS 
-11 SRIA U, RMN 0-1 
RNMIS 0-1 
H. V. 0-1 
N. D. N. or Q-. N. 0-1 
ErMl 0-1 
NONE 0-11 
OTHER (S ýATEý ý-)-l 
EXPERMICE Less than I 7ear 
- 
I 
7 -2 yeaFs 
3-4 I 
- 
4 - 
10-14 11 
-L 15-19 C-1 
20-24 7 
+ 25 ETRUCTIUME Attached 
Aligned 
Attached/Alirned 
- 
T 
Geogmhical 4 
-Relief 
NAME OF PRACTICE 
OTHER 14UR ES IN TI; ADI - SISTER 11 
STKF-; ' MRSE 2 
Smi 
B/A DO YOU HilVE YOUR OUN CASELOTD-TS- YE's I 
NO HOW MiY PATIENTS -DO YOU =. T7Ujj -------- 
YOUR CASELOAD STATE 
IT/A 
DISTORTED 
PAGES IN 
ORIGINAL 
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